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TRANSLATORS'  PREFACE. 


Few  departments  of  medical  science  are  so  well  or  so  thoroughly 
represented  in  medical  literature  as  that  of  syphilis,  the  best  treatises 
upon  which  are,  in  our  opinion,  to  be  found  in  the  English  language. 
None  of  them,  however,  have  so  thoroughly  considered  the  disease 
from  its  anatomical  standpoint,  as  has  M.  Cornil  in  his  "  Legons," 
a  book  Avhich  has  been  a  genuine  addition  to  our  knowledge  of 
syphilis.  Its  general  aim  and  scope  are  set  forth  in  the  author's 
preface.  Agreeing  with  him  tha.t  the  accurate  diagnosis  and  rational 
treatment  of  the  disease  depend  largely  upon  a  knowledge  of  its 
morbid  anatomy,  we,  therefore,  offer  no  apology  for  presenting  this 
translation  to  the  profession,  premising  that  it  is  intended  to  sup- 
plement and  not  to  supplant  the  excellent  works  already  alluded  to. 

It  is  published  with  the  consent  and  approval  of  the  author,  who 
kindly  made  suggestions  as  to  some  of  the  additions  which  seemed  to 
him  required. 

The  form  of  lectures,  which  was  adopted  by  M.  Cornil,  we  have 
changed,  for  the  sake  of  uniformity,  into  that  of  chapters,  and  we 
have  omitted  the  two  somewhat  irrelevant  clinical  lectures  of  M. 
Bouchard,  which  were  interpolated  in  the  original  text. 

Our  additions,  which  aggregate  about  one-third  of  the  present 
volume,  have  been  made  chiefly  with  a  view  of  supplying  additional 
clinical  information  upon  topics  of  importance.  They  will  be  found 
throughout  the  text  inclosed  in  brackets  [ — ]. 
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The  lithographic  drawings  of  the  original  have  been  copied  and 
engraved  upon  wood,  and  have  been  intercalated  in  the  text. 

We  beg  to  thank  Dr.  James  W.  White,  for  the  preparation  of  the 
note  on  syphilis  of  the  teeth,  and  Dr.  John  S.  Walker,  for  kind 
assistance  in  making  the  translation. 


Philadelphia,  Juue,  1882. 
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surface.  Add  to  this  description  of  the  minute  details  a  knowledge 
of  the  evolution  of  the  histological  phenomena  from  the  beginning  to 
recovery,  and  it  becomes  easy  to  follow  the  chain  of  symptoms. 

These  lectures  may,  therefore,  be  said  to  form  an  elementary 
manual  of  syphilis,  based  upon  a  minute  knowledge  of  anatomy. 

This  is,  it  seems  to  me,  the  only  logical  method  by  which  syphilis 
may  be  studied  or  understood.  If  students  undertake  to  compare 
symptoms  without  first  understanding  the  details  of  their  pathological 
anatomy,  they  almost  invariably  become  perplexed  and  confused. 
They  depend  upon  their  memory  rather  than  upon  their  judgment. 

Pathological  anatomy,  as  revealed  at  autopsies,  is  the  fundamental 
basis  of  nosology  and  scientific  medicine. 

These  are  truths  which  are  elementary  and  almost  commonplace, 
but  are  none  the  less  worth  repeating,  for,  although  they  are  gene- 
rally admitted  on  principle,  we  do  not  always  apply  them  in  medical 
teaching. 

V.  CORNIL. 

Paris,  December  25,  1S78.  * 
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AUTHOR'S  PREFACE. 


These  lectures  were  delivered  during  the  spring  and  summer 
months  of  1878,  in  the  Lourcine  Hospital.  Having  occupied  for 
hree  years  a  position  on  the  medical  staff  of  this  institution  for 
sypliilitic  females,  I  am  desirous,  before  retiring  from  duty,  to  take 
advantage  of  the  immense  material  which  has  here  been  at  my 
disposal. 

Through  the  valuable  works  of  Ricord,  CuUerier,  Langlebert, 
Clerc,  Bassereau,  Diday,  Virchow,  as  well  as  the  more  recent 
monographs  of  RoUet,  Alfred  Fournier,  Lancereaux,  Martin  and  Bel- 
homme,  Mauriac,  Louis  JuUien,  and  others,  syphiligraphy  has  been 
elevated  into  a  veritible  science.  The  discussions  as  to  duality  or 
unicity  of  the  syphilitic  virus,  syphilization,  the  contagiousness  of 
secondary  lesions,  the  effects  of  mercury,  etc.,  have  been  almost 
exhaustive.  We  now  possess  many  excellent  books  upon  these  sub- 
jects, and  I  may  add,  that  in  no  country  have  they  been  more 
thoroughly  studied  than  in  France.  The  most  recent  publications 
show,  however,  that  we  are  far  from  having  a  correct  idea  of  the 
minute  anatomy,  or  of  the  histological  evolution  of  the  various 
lesions  of  this  disease,  from  the  initial  chancre  to  the  gumma,  includ- 
ing the  mucous  patch,  the  superficial  and  deep  cutaneous  syphilides, 
the  osseous  and  visceral  affections.  I  have  endeavored  to  supply  this 
deficiency,  not  only  by  relating,  arranging,  and  interpreting  what  has 
been  written,  but  also  and  chiefiy  by  adding  some  new  observations. 
The  title  which  I  have  chosen  has  permitted  me  great  latitude,  but  I 
have  spoken  almost  exclusively  of  what  I  have  myself  seen  and  inves- 
tigated. It  is  not  my  intention  to  publish  a  complete  treatise,  but 
only  a  series  of  lectures  upon  the  essential  points  of  syphilis,  and 
particularly  upon  its  general  patliological  anatomy.  H.  Lcloir,  in- 
terne at  the  hospital,  has  given  me  much  assistance  in  recording  the 
lectures  and  cases,  for  which  service  I  beg  to  express  my  thanks. 
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author's  preface. 


I  have  especially  endeavored  to  describe  the  histology  and  evolu- 
tion of  the  several  varieties  of  chancres,  of  cutaneous  and  mucous 
papules,  pustules,  and  tubercles  ;  of  cutaneous  and  visceral  gummata, 
etc.  The  continual  progress  made  in  technical  microscopy,  renders 
this  study  always  new  or  open  to  re-examination  or  revision.  It  is  a 
field  in  which  there  is  still  much  to  glean.  My  observations  have 
almost  always  been  made  upon  tissues  removed  during  life,  permitting 
me  to  examine  at  once  the  separate  elements,  and  to  place  portions 
in  preserving  or  hardening  fluids  before  they  had  undergone  the 
slightest  cadaveric  change.  This  is,  in  fact,  the  only  method  by 
which  good  preparations  can  be  obtained.  I  have  drawn  with  the 
camera-lucida  the  principal  types  of  the  different  lesions ;  but  the 
drawings,  reproduced  in  a  single  color  by  lithography,  give  only  an 
imperfect  idea  of  what  is  seen  under  the  microscope.  Yet  I  can 
vouch  for  their  general  accuracy.  In  the  first  eight  lithographic 
plates  Messrs.  Leuba  and  Nicolet  have  represented  my  drawings  as 
faithfully  as  possible. 

The  original  portion  of  my  investigations  consists  in  the  histological 
descriptions.  Therefore  I  could  have  limited  this  work  to  the  small 
compass  of  a  memoir,  and,  without  doubt,  would  have  also  limited 
the  number  of  my  readers  ;  since  those  who  study  the  evolution  of 
such  lesions  from  pure  scientific  curiosity  are  few.  Again,  I  would 
not  have  attained  my  principal  object,  which  was  to  place  before  the 
students  of  this  subject  the  symptoms  and  course  of  the  several  patho- 
logical manifestations,  having  regard  especially  to  their  precise 
anatomy  and  evolution,  as  seen  under  the  microscope.  Pathological 
histology  alone  is  not  attractive,  and  we  should,  therefore,  whenever 
possible,  demonstrate  its  utility,  and  its  direct  application  to  the 
study  of  symptoms. 

As  a  simple  illustration  of  the  method  I  have  followed,  I  may  men- 
tion the  syphilitic  papule  or  pustule.  I  have  studied  first  its  com- 
plete anatomy  ;  and  then  have  described  in  detail  all  the  changes 
that  the  epiderm,  rete  mucosum,  papillae,  derm,  and  vessels  undergo, 
and  have  thus  learned  how  far  they  extend  and  in  what  they  consist. 
Such  a  description,  aided,  if  possible,  by  a  microscopic  demonstration, 
or  at  least  by  accurate  drawings,  would  seem  to  be  an  excellent  pre- 
paration for  the  study  of  symptoms,  which  will  then  be  promptly  recog- 
nized. We  learn  in  this  manner  the  changes  going  on  beneath  the 
epidermis  in  the  different  layers  of  the  skin,  and  cease  to  regard  the 
eruption  simply  as  a  pimple  limited  in  a  certain  way  by  a  colored 
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CHAPTER  I. 

GENERAL  CONSIDERATIONS  OF  SYPHILIS— CONTAGION  AND  INOCULA- 
TION—PERIOD OF  INCUBATION. 

Definition  of  syphilis — The  nature  of  syphilis — Its  periods — Its  virus — Its  relations 
to  infectious  diseases — Contagion  and  inoculation  of  syphilis — Unicists  and 
dualists — Long  duration  of  the  incubation — Is  syphilis  constitutional  before 
the  appearance  of  the  chancre  ? 

Definition  of  Syphilis. — Sypldlis  is  an  infectious,  contagious, 
and  inoculable  disease,  of  sloio  evolution;  it  first  manifests  itself 
by  an  indurated  or  infecting  cJiancre,  afterwards  by  erujJtions  of 
the  skin  and  mucous  membranes,  later  by  chronic  inflammations  of 
the  cellulo-vascular  tissue  and  bones,  and  finally  by  special  jyroduc- 
tions  in  the  form  of  small  tumors  or  7iodules  which  have  received  the 
name  of  gummata. 

[It  may  not  be  amiss  to  mention  one  or  two  modifications  of  this 
definition,  which  would  be  necessitated  by  the  adoption  of  any  one  of 
the  several  plausible,  but  as  yet  unproven  theories  as  to  the  essential 
nature  of  the  disease.  Mr.  Jonathan  Hutchinson,  who  classes  syphilis 
with  the  fevers,  smallpox,  scarlatina,  measles,  etc.,  defines  it  as  a 
"specific  febrile  disease  of  prolonged •  but  definite  stages,  which  is 
produced  by  contagion  only,  which  has  a  period  of  incubation,  a 
period  of  outbreak  (known  as  primary  symptoms),  a  period  of  efilo- 
rescence  or  exanthem  (known  as  the  secondary  stage),  and  which,  in 
exceptional  cases,  differs  somewhat  from  its  more  short-lived  congeners, 
by  being  followed  by  sequelte,  to  which  we  give  the  name  of  tertiary 
symptoms."^ 

His  arguments,  in  support  of  this  position,  may  be  summed  up  as 
follows  : — 


2 


['  The  London  Lancet,  Feb.  5,  1876.] 
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theory,  ov  rather  for  the  assumption,  of  a  similarity  in  nature  between 
syphilis  and  variola,  scarlet  fever,  etc.,  distinctly  claims  this  pecu- 
liarity of  certain  contagious  diseases  (i.  e.,  protection  against  re-in- 
fection), as  proof  of  the  correctness  of  his  views.  In  a  cursory  ex- 
amination of  the  question  this  allegation  seems  quite  plausible.  But 
the  degree  of  protection  afforded  by  an  attack  of  syphilis  against 
subsequent  re-infection  is  by  no  means  well  settled.  The  published 
instances  of  re-infection  of  syphilis  are  much  more  numerous  than  of 
re-infection  after  the  acute  exanthemata,  and  when  we  consider  the 
frequent  epidemic  prevalence,  and  the  greater  liability  to  infection 
through  the  atmosphere,  through  fomites,  and  through  actual  contact 
in  the  latter  diseases,  the  contrast  becomes  so  great  as  to  cast  reason- 
able doubt  upon  the  claim  of  a  protective  influence  for  syphilis.  What 
physician  in  his  own  experience  has  been  able  to  record  a  dozen  cases 
of  the  re-infection  of  variola — and  yet  Diday  and  Gascozen  each  re- 
port twenty  cases  of  the  re-infection  of  syphilis  in  their  own  expe- 
rience. Koebner  reports  nearly  fifty  cases.  Follin,  Bouley,  Caspary, 
Hutchinson,  Bicord,  and  others  have  also  reported  well-authenticated 
cases.  We  have  easy  access  to  more  than  a  hundred  published  in- 
stances of  the  re-infection  of  syphilis,  and  all  quite  accidental.  We 
have  not,  as  far  as  I  am  aware,  a  single  record  of  systematic,  care- 
fully-conducted experiments  bearing  on  this  point.  Even  the  extensive 
experience  of  Prof.  Boeck,  in  his  so-called  syphilitic  inoculations,  is 
valueless  in  this,  as  in  almost  every  other  respect.  It  is  true  that  he 
demonstrated  a  tolerance  of  the  integument  to  the  influence  of  chanc- 
roidal virus  through  repeated  inoculations,  and  falsely  claimed  it  as  a 
protection  against  the  re-infection  of  syphilis ;  but  the  same  sort  of 
tolerance  was  subsequently  established  by  inoculations  with  the  tar- 
trate of  antimony.  Admitting,  however,  that  the  occurrence  of 
syphilis  in  an  individual  does  protect  against  re-infection — this  does 
not  necessarily  connect  syphilis  with  the  acute  exanthemata  any  more 
than  with  contagious  parotitis.  It  appears  to  me  that  the  only  valid 
deduction  to  be  drawn  from  the  apparent  protection  claimed  after  an 
attack  of  syphilis,  is  that  this  is  similar  in  some  respects  to  the  pro- 
tection aff"orded  by  the  acute  exanthemata  under  like  conditions.  But 
it  has  been  shown  that  this  protective  property  is  not  confined  to  the 
acute  exanthemata ;  hence  it  cannot  be  claimed  as  establishing  any 
necessary  connection  between  syphilis  and  these  diseases.  When  we 
are  able  to  explain  why  the  occurrence  of  smallpox  or  scai'let  fever 
protects  against  re-infection,  we  may  then,  perhaps,  be  able  to  ascer- 
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tain  "vvhy  a  similar  protection  is  exercised  in  mumps,  in  yellow  fever, 
and  in  syphilis  ^ 

"A  second  infection  may  be  followed  by  general  effects  as  well  as 
local.  A  large  number  of  cases  of  this  '  reinfectio  syphilitica,'  first 
described  by  Zeissl,  have  been  published."^ 

Another  objection  to  the  theory  under  consideration  lies  in  the 
necessity  which  exists  for  the  employment  of  the  same  treatment,  or 
a  modification  of  it,  in  the  tertiary  as  in  the  secondary  stage,  it  being 
now  generally  admitted  that  mercury  in  some  form  should  be  used, 
even  in  the  most  tardy  symptoms.  Mr.  Hutchinson  says  that  "mer- 
cury is  the  true  vital  and  physiological  antidote  of  the  syphilitic 
virus. If  this  be  true  it  would  without  doubt  explain  its  beneficial 
action  in  the  early  stages  of  the  disease,  but  would  furnish  no  reason 
for  its  administration  at  a  time  when,  according  to  Mr.  Hutchinson 
himself,  the  "virus"  has  been  eliminated. 

A  theory  which  attempts  to  reconcile  these  apparent  contradictions, 
and  has  claims  on  the  attention  of  syphilographers  which  have  not 
been  duly  recognized,  is  one  which  attributes  to  infection  through  the 
lymphatic  system,  and  to  changes  produced  in  that  system  most,  if  not 
all,  of  the  symptoms  of  syphilis.  Several  distinguished  observers  have 
from  time  to  time  pronounced  wholly  or  in  part  in  its  favor,  but  it  has 
been  coldly  received  by  the  profession  at  large,  for  the  reason  that  it 
still  lacks  demonstrative  proof.  As,  however,  in  our  opinion  it  pre- 
sents fewer  inconsistencies  than  any  of  the  other  theories — all  of  which 
are  also  open  to  the  same  objection  as  to  absence  of  decisive  proof — 
we  will  endeavor  to  present  it  as  briefly  as  is  consistent  with  clearness. 

The  infecting  body  in  syphilis,  as  far  as  we  yet  have  been  able  to 
isolate  it,  is  a  degraded  or  diseased  cell,  resembling  a  white  blood- 
corpuscle,  but  much  smaller,  and  corresponding  to  the  bioplastic  dis- 
ease germ  of  Beale.  It  is  a  particle  of  normal  protoplasm  which  has 
undergone  degeneration,  and  has  acquired  the  property  of  rapid  pro- 
liferation, and  of  impressing  its  own  peculiarities  upon  germinal  matter 
wherever  it  comes  in  contact  with  it.  This  property  is  only  what  is 
seen  and  admitted  to  be  the  case  in  pus  cells,  in  the  transformation  of 
embryonal  cells  into  epithelium,  and  vice  versa — the  "epithelial  infec- 
tion" of  Rindfleisch — and  is  an  instance  of  the  unexplained  but  well- 
recognized  influence  which  all  colls,  and  especially  diseased  cells, 

'  Banmler,  Ziemsson's  Cyclopferlia,  p.  70. 

[}  Discussion  befor^  the  Hunterian  Society  of  London,  1874.] 
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have  upon  those  immediately  adjoining  them.^  The  cells  of  syphilis, 
therefore,  chiefly  affect  the  white  blood-  and  lymph-corpuscles,  which 
they  contaminate,  and  cause  to  take  on  rapid  growth,  arresting  the 
former  in  their  development  into  red  blood- cells,  and  producing  the 
so-called  syphilitic  anaemia  or  leucocytbyemia. 

These  cells  are  found  in  every  instance,  and  without  exception,  at 
the  point  of  syphilitic  inoculation,  wherever  that  may  be,  and  by 
their  proliferation  and  accumulation  constitute  the  induration  of  the 
infecting  chancre.  The  characteristic  hardness  of  this  sore  is  due 
to  the  crowding  together  of  these  cells ;  its  dryness  to  their  involve- 
ment of  the  walls  of  the  vessels,  preventing  transudation  of  sei'um; 
its  abrupt  limitation  to  the  absence  of  any  true  inflammatory  exuda- 
tion, shading  off  into  the  neighboring  tissues ;  its  superficial  scali- 
ness,  abrasion,  or  ulceration  to  the  degree  of  its  interference  by 
pressure  with  the  blood  supply  to  the  epidermic  layer  of  the  skin. 

'  "  It  is  not  yet  possible  to  say,  in  any  universal  sense,  with  regard  to  the  raeta- 
holic  oontagia,  what  is  the  essential  constitution  of  '  contagious  matter,'  or  what 
the  intimate  nature  of  the  '  transforming  power'  which  the  particle  of  such  mat- 
ter exercises  on  the  particles  which  it  infects.  As  regards  the  question  of  the 
force,  chemists,  when  they  refer  in  general  terms  to  the  various  acts  which  they 
designate  acts  of  fermentation,  allege  that  certain  processes  of  change  in  certain 
sorts  of  organic  matter  induce  characteristic  changes  in  certain  other  sorts  of 
organic  matter,  not  by  the  common  chemical  way  of  double  decomposition  with 
reciprocally  new  combinations,  but  (so  to  speak)  as  a  mere  by-play  or  collateral 
vibration-effect  of  the  chemical  force  which  is  in  movement ;  and,  though  lan- 
guage can  hardly  be  more  vagi;e  than  this  for  any  scientific  purpose,  it  expresses 
clearly  enough  the  conviction  of  experts  that  a  certain  great  force  in  nature  lies 
beyond  their  power  even  of  definite  nomenclature,  much  more  of  exact  identifica- 
tion and  measurement." 

' '  It  must  not  be  forgotten  that,  among  immediate  effects  of  contagion  in  the  living 
body,  are  cases  wherein  the  process  (so  far  as  we  can  yet  see)  is  primarily  not 
catalytic  or  disintegrative,  but  is,  on  the  contrary,  anaplastic  or  constructive.  Thus 
when  tubercle  gives  rise  to  tubercle,  whether  by  secondary  and  tertiary  infection 
in  a  single  diseased  body,  or  by  infection  from  the  sick  to  the  healthy,  each  new 
tubercle  which  the  contagion  brings  into  being  is  a  growth -product  of  the  texture 
which  bears  it.  And,  similarly,  when  the  innumerable  varieties  of  cancerous 
tumor  propagate  themselves  by  contagion,  each  after  its  special  type,  in  the 
bodies  of  the  respective  suflerers,  it  is  growth,  not  disintegration,  which  we  first 
see.  It  would  seem  that  in  those  cases  of  anaplastic  '  contact-influence'  some- 
thing far  beyond  the  analogy  of  chemical  fermentations  must  be  involved  ;  and, 
in  view  of  some  of  them,  the  physiologist  has  to  bethink  himself  of  the  analogy  of 
that  'contact-influence'  which  becomes  the  mainspring  of  all  normal  growth  and 
development  when  the  ovum  receives  spermatic  impregnation." — Contagion:  Its 
Mode  of  Action.  By  John  Simon,  C.B.,  F  R.S.  British  Med.  Journal,  Dec.  20, 
1879. 
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The  period  of  primary  incubation,  or  that  intervening  between  the 
reception  of  the  poison,  and  the  development  of  the  initial  lesion,  on 
an  average  three  weeks,  represents  the  time  occupied  in  the  proli- 
fecation  of  these  cells  at  the  point  of  deposit,  and  during  this  time 
the  system  at  large  is  uncontaminated. 

The  period  of  secondary  incubation,  or  that  between  the  appearance 
of  the  sore,  and  the  outbreak  of  constitutional  symptoms,  on  an  aver- 
age six  weeks,  represents  the  slow  passage  of  these  diseased  cells 
through  the  lymphatic  channels  and  glands  in  which  by  their  multipli- 
cation they  cause  enlargement  and  induration,  thus  giving  rise  to  the 
glandular  swellings  invariably  found  in  syphilis,  and  most  easily  ob- 
servable in  the  inguinal,  epitrochlear,  and  post-cei'vical  regions,  and 
in  the  tonsils,  which  are  essentially  lymphatics,  their  involvement  ex- 
plaining the  early  syphilitic  sore  throat.  These  two  periods  taken 
together  constitute  the  "initiatory  period"  of  Otis. 

It  seems  impossible,  in  the  light  of  certain  well-known  facts,  to  deny 
that  the  syphilitic  poison,  whatever  its  character,  gains  access  to  the 
general  circulation  chiefly  if  not  entirely  by  the  lymphatics.  Fournier, 
quoted  by  Baumler,^  has  reported  observations  which  tend  to  sustain 
this  view  :  "  In  the  collection  of  the  Hopital  de  Lourcine  there  are 
three  preparations  of  women  who  died  of  intercurrent  diseases  while 
affected  Avith  syphilitic  sores  on  the  vulva.  In  these  preparations  not 
only  the  inguinal  glands  are  swollen,  but  there  is  a  hyperplastic  en- 
largement of  a  number  of  glands  above  Poupart's  ligament.  In  the 
second  case  there  occur  in  the  fossa  iliaca,  along  the  bloodvessels,  nine 
enlarged  glands,  arranged  in  three  groups,  one  above  the  other,  the 
uppermost  at  the  origin  of  the  hypogastric  artery.  The  enlargement 
of  the  iliac  glands  had  attained  nearly  the  same  degree  as  that  of  the 
inguinal  glands,  among  which  one  or  two  on  each  of  the  three  prepa- 
rations were  distinguished  by  their  greater  size  as  the  ones  first  at- 
tacked." Among  the  reported  cases  of  artificial  inoculation  of 
syphilitic  poison  there  are  two  where,  the  inoculation  having  been 
made  upon  the  chest,  not  only  were  the  glands  of  the  first  group 
enlarged,  but  also  those  of  the  second  and  third  order,  an  indurated 
lymphatic  cord  connecting  them  with  each  other.^ 

After  their  entrance  into  the  blood,  the  diseased  cells  which,  in 
accordance  with  the  general  properties  of  all  cells,  proliferate  most 
rapidly  when  arrested  or  slowed  in  motion,  on  reaching  the  capillaries, 

'  Ziemssen's  Cyclopredia,  vol.  iii.  p.  122. 

«  Bidenkap,  Wiener  Mod.  Wochonsolirift,  1865,  Nos.  31-44. 
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probably  affect  their  walls,  and  the  sensory  and  vaso-motor  nerves  as 
soon  as  they  have  accumulated  sufficiently  to  make  pressure  on  them, 
thus  producing  the  insensitiveness  of  the  skin  and  the  mottling  of 
the  surface  (roseola)  caused  by  the  irregular  dilatation  of  the  capil- 
laries. 

In  the  papillae  of  the  skin,  around  the  circumference  of  which  the 
capillary  vessels  wind  in  corkscrew  fashion,  we  have  an  increase  of 
pressure,  and  retardation  of  the  blood-current,  conditions  favorable, 
as  has  been  said,  to  exudation  and  proliferation  of  cells.  Therefore 
when  these  "syphilitic"  cells  carried  in  the  general  circulation  reach 
the  papillae,  they  escape  into  their  substance,  and  multiply  there.  If 
the  lymphatics,  running  through  the  centre  of  the  papillae  from  apex 
to  base,  were  capable  of  taking  them  up  again,  and  returning  them  to 
the  systemic  circulation,  no  local  symptoms  would  ensue,  but  as  these 
vessels  are  themselves  pressed  upon,  and  more  or  less  occluded,  we 
have  an  accumulation  of  cells  going  on,  until  little  hard  tumors  are 
produced,  which  even  become  apparent  on  the  cutaneous  surface 
(papular  syphilide).  The  pressure  of  this  exudation  prevents  the 
imbibition  of  nutriment  by  the  epidermic  layers  which  die  and  desic- 
cate, and  we  have  the  papulo-squamous  syphilide — greater  pressure 
produces  ulceration  or  pustulation  of  various  degrees,  and  we  have 
the  corresponding  pustular  and  ulcerative  syphilides. 

This  period — that  of  "  general  infection  and  localized  cell  accumu- 
lation"— extends  over  six  to  eighteen  months,  when  it  often  termi- 
nates spontaneously,  or  more  certainly  under  treatment,  the  diseased 
cells  having  undergone  fatty  degeneration,  and  been  absorbed  and 
eliminated. 

During  this  period,  however,  the  lymph  channels  throughout  the 
body  have  been  more  or  less  subject  to  continuous  irritation  or  even 
to  inflammation  of  a  low  degree,  the  well-known  tendency  of  which 
is  to  cause  the  deposit  of  fibrous  material  Avhich,  by  its  presence  and 
subsequent  contraction,  tends  to  damage  and  obstruct  them.  We 
therefore  find  at  a  period,  that  of  "  lymphatic  obstruction,"  varying 
in  its  date  of  appeai'ance  from  months  to  years  after  the  primary 
lesion,  that  certain  local  symptoms  occur,  which  are  called  tertiary, 
which  consist  chiefly  of  the  formation  of  small  tumors  (gummata, 
nodes,  etc.),  or  of  the  death  of  various  tissues,  produced  by  pressure 
(syphilitic  necrosis  and  ulceration),  and  which  are  due  to  the  accu- 
mulation at  these  points  of  the  normal  nutritive  elements,  which  are 
always  somewhat  in  excess  of  the  demand,  and  which  should  properly 
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be  taken  up  by  the  lymphatics  and  restored  to  the  general  circula- 
tion. It  is  believed,  however,  that  at  these  localities  the  lymphatics 
have  become  occluded  or  at  least  crippled,  and  are  unable  to  perform 
their  function ;  hence  the  crowding  together  and  heaping  up  of  the 
nutritive  elements  into  "nodes  and  gummata."  The  non-contagious- 
ness and  the  absence  of  symmetry  of  these  lesions,  and  their  greater 
frequency  and  severity  after  a  serious  and  prolonged  secondary  stage, 
are  thus  explained.  Microscopically  they  are  said  to  contain  no 
element  which  is  distinctive,  or  which  differs  from  those  found  in  the 
lymph  spaces,  except  in  a  tendency  to  fatty  degeneration  or  liquefac- 
tion due  to  pressure. 

The  action  of  mercury  in  relieving  the  early  symptoms  also  becomes 
intelligible  in  the  light  of  this  theory,  through  its  influence  in  hasten- 
ing destructive  metamorphosis,  and  bringing  about  fatty  degeneration, 
and  its  general  undoubted  tendency  to  relieve  tissues  encumbered 
with  superfluous  material.  Small  doses  most  naturally  first  influence 
newly-formed,  immature  deposits,  such  as  those  due  to  syphilis,  and 
hence  the  advantage  of  the  modern  treatment  which  avoids  salivation, 
due  to  the  toxic  action  of  the  drug  on  the  healthy  tissues,  and  depends 
upon  moderate,  long-continued  doses. 

The  necessity  for  the  use  of  iodide  of  potassium  in  the  later  stages, 
with  or  without  mercury,  also  becomes  apparent  when  it  is  remem- 
bered, that  iodine  is  the  most  powerful  difi"usible  stimulant  of  the 
function  of  absorption  with  which  we  are  acquainted,  and  that  it  also 
has  a  certain  and  well-established  value  in  hastening  tissue  change, 
especially  in  unhealthy  formations. 

The  unfavorable  criticisms  of  this  attractive  theory,  as  far  as  Ave 
know,  have  been  chiefly  directed  against  the  lack  of  positive  proof  in 
its  favor,  but  it  seems  to  us  that,  if  the  various  statements  here  set 
forth  are  in  consonance  with  general  physiological  and  pathological 
truths,  the  burden  of  proof  rests  with  those  who  assert  the  existence 
of  a  virus.  This  theory  cannot  be  said  to  disprove  that  some  such 
specific  poison  exists,  but  it  certainly  seems  to  show  that  the  concep- 
tion of  a  virus  is  not  necessary  for  a  proper  understanding  of  the 
symptoms  of  syphilis,  and  that  all  the  manifestations  of  the  active 
stages  depend  upon  the  presence  and  contagious  properties  of  demon- 
strable cells,  which  may  or  may  not  be  the  carriers  of  some  additional 
material  which  is  as  yet  undiscovered. 

Our  remind  has  necessarily  been  brief  and  imperfect,  but  for  an 
admirable  exposition  of  the  theory,  with  confirmatory  evidence  of  the 
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above  assertions  taken  from  recognized  histological  and  pathological 
authorities,  we  refer  the  reader  to  the  excellent  work  of  Dr.  Otis.^ 

A  theory  original-ly  advanced  by  Kiiss,  of  Strasburg,  and  advo- 
cated by  Bumstead  and  Taylor,  is  that  syphilis  is  essentially  a  dis- 
ease of  the  connective  tissue  ;  but  it  is  difficult  to  see  on  what  grounds 
they  have  arrived  at  this  conclusion.  Their  description  of  the  pro- 
cess of  infection,  in  the  main,  corresponds  with  that  which  we  have 
just  epitomized.  They  say  that  the  disease  "  originates  in  the 
secretions  of  active  lesions  and  in  the  blood  ;"  "  these  fluids,  inserted 
beneath  the  integument,  do  not  pass  at  once  into  the  circulation,  but 
cause  a  local  cell  increase,"  which  "  remains  local  until  mature,"  and 
is  "  accompanied  by  marked  indurated  enlargement  of  neighboring 
lymphatics.  Such  being  the  fact,  the  presumption  is  that  these  new 
cells  have,  like  those  of  cancer  and  sarcoma,  passed  into  and  infected 
the  lymphatic  ganglia.  That  here,  owing  to  the  profusion  of  lymphatic 
globules,  which  we  know  to  be  protoplasm,  or  living  matter  of  the 
most  active  kind,  this  new  tissue,  or  rather  these  new  cells,  undergoes 
great  change,  increasing  in  numbers  according  to  the  susceptibility 
of  the  patient.  Having  been  thus  proliferated,  these  cells  are  now 
taken  into  the  blood  either  gradually  or  suddenly,  and  by  it  are  car- 
ried over  the  body,  chiefly,  however,  at  first  to  the  periphery,  whei-e 
they  are  deposited."  Thus  far  they  are  certainly  in  exact  accord 
with  the  believers  in  the  lymphatic  theory.  They  continue:  "Being 
deposited  in  the  connective  tissue,  they  take  root  in  this  soil,  which 
is  peculiarly  susceptible  to  the  influence  of  the  syphilitic  diathesis. 
Here  they  luxuriate,  and  are  still  further  developed,  not  attacking 
primarily  other  tissues."  The  fact  that  connective  tissue,  which  is 
found  everywhere  in  the  body,  is  almost  constantly  involved  in 
syphilis,  is  undoubted,  but  we  should  not  be  led  into  regarding  the 
mere  assertion  that  it  is  "peculiarly  susceptible"  as  a  scientific 
explanation  of  this  fact. 

Here,  again,  the  previous  theory  seems  to  us  the  more  satisfactory 
in  its  application  to  clinical  symptoms,  and,  at  least,  quite  as  well 
grounded.  The  same  authors  —  after  stating  that  the  majority  of 
modern  syphilographers  regard  the  blood  rather  than  the  lymphatics 
as  the  vehicle  of  contagion,  an  assertion  open  to  reasonable  doubt, 
and  after  reiterating  their  OAvn  conclusion  that  "  syphilis  is  a  disease 

['  Clinical  Lfictnrcs  on  the  Physiological  Pathology  and  Treatment  of  Syphilis. 
By  Fessonden  N.  Otis,  M.D.    New  York  :  G.  P.  Putnam's  Sous.  1881.] 
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of  the  connective  tissue,  and  not  primarily  of  the  lymphatics  or  of  the 
bloodvessels"  —  immediately  add  :  "  The  secretions  of  syphilitic 
lesions  are  found  to  consist  of  a  serous  fluid  containing  numerous 
shining  granules  or  molecules,  which  are  masses  of  protoplasm  or 
germinal  matter,  holding  the  contagious  properties  of  syphilis. 
These  microscopic  bodies  are  probably  taken  into  the  circulation  by 
the  lymphatics  and  conveyed  over  the  body.  Possibly  they  are 
absorbed  by  the  blood-corpuscles,  or  the  latter  are  infected  in  some 
mysterious  manner  by  these  actively  increasing  morbid  cells.  The 
fact  that  serum  alone  does  not  convey  the  syphilitic  poison  goes  to 
prove  that  the  corpuscles  hold  the  contagious  material." 

It  is  not  evident  how  this  proves  that  syphilis  does  not  primarily 
attack  the  lymphatics  or  bloodvessels,  which  certainly  cannot  be 
regarded  as  simply  affording  passageway  for  the  conveyance  of  the 
protoplasmic  masses,  and  remaining  unaffected  by  them.  That  this  is 
not  true  is  evident  from  the  histology  of  the  chancre,  and  from  the  most 
superficial  observation  of  the  early  stage  of  the  disease.  The  authors 
themselves  state  that  they  "  have  never  met  with  a  chancre  not  at- 
tended by  induration  of  the  neighboring  lymphatic  ganglia,"  and 
regard  it  as  an  even  more  constant  and  persistent  symptom  than  indu- 
ration of  the  base  of  the  ulcer  itself.  They  also  state  in  regard  to 
the  accompanying  "  specific  engorgement"  of  the  lymphatic  vessels, 
that  it  is  "  dependent  upon  changes  in  the  walls  of  these  vessels 
identical  with  those  which  occasion  indui'ation  of  the  base  of  the 
chancre  and  of  the  ganglia."  As  to  the  bloodvessels,  they  say  also 
that  in  the  development  of  syphilitic  tumors,  "  as  well  as  of  syphilitic 
papules  and  tubercles,  the  first  morbid  change  is  in  the  adventitia  of 
the  vessels." 

It  seems  probable  that  in  the  light  of  our  present  knowledge,  syph- 
ilis cannot  be  considered  as  exclusively  a  disease  of  either  blood, 
lymphatics,  or  connective  tissue,  but  rather  as  one  involving  com- 
monly these  and  all  other  tissues,  its  symptoms  in  the  early  stages 
resulting  from  the  absorption  and  proliferation  of  certain  contagious 
immature  cells  or  protoplasmic  masses,  and,  in  the  latter  or  "  tertiary" 
period,  possibly  from  the  accumulation  at  certain  points  of  normal 
nutrient  material  and  tissue-waste,  which  the  thickened  or  obliterated 
lymphatics  are  unable  to  remove. 

Upon  any  or  all  of  these  points,  however,  we  deem  it  the  part  of 
wisdom  to  refrain  from  final  judgment.] 
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The  definition  includes  all  the  periods  of  the  disease,  which  are 
four  in  number:  — 

First.  Period  of  incubation. 

Second.  Period  of  primary  symptoms  (chancre  and  adenitis). 

Third.  Period  of  secondary  symptoms  (syphilides  of  the  skin  and 
mucous  membranes,  mucous  patches,  roseola,  papules,  pustules,  etc.). 
This  period  may  be  very  long,  and  last  two,  three,  five,  or  more  years. 

Fourth.  Period  of  tertiary  symptoms  (tuberculo-ulcerous  syphi- 
lides, periostitis,  osteitis,  gummata,  etc.).  The  duration  of  this 
period  is  unlimited. 

This  separation  of  syphilis  into  periods  is,  to  a  certain  extent, 
artificial,  since  the  bones  and  viscera  may  be  attacked  during  the  first 
months  of  the  infection,  as  will  be  seen  later.  It  corresponds,  how- 
ever, to  the  course  of  most  cases,  and  is  desirable  for  purposes  of 
dogmatic  description. 

Virus  and  Infectious  Diseases. — Syphilis  has  been  defined  as 
"  an  infectious,  contagious,  and  inoculable  disease,"  therefore  it  may 
be  placed  alongside  of  the  other  infectious  and  contagious  diseases, 
such  as  smallpox,  glanders,  farcy,  malignant  pustule,  vaccine,  etc. 

The  essential  character  of  infectious  diseases  is  that  they  are  con- 
tagious and  inoculable  ;  that  is,  that  a  portion  of  the  contents  of  a 
pustule  or  of  any  other  lesion  containing  a  liquid,  inoculated  by  a 
puncture  of  the  derm,  reproduces  a  disease  similar  to  that  which  has 
served  for  the  inoculation — a  disease  which  begins  in  the  same  manner 
and  has  the  same  evolution. 

The  inoculated  pustule  of  smallpox  causes  the  smallpox  with  its 
several  phases  of  incubation,  premonitory  symptoms,  eruption,  and 
suppuration.  Again,  glanders,  when  inoculated,  is  manifested  by 
glander  ulcers  and  the  generalization  of  glander  nodules.  Similarly, 
if  the  serous  fluid  of  an  infecting  chancre  be  inoculated,  there  is  seen 
at  the  point  of  inoculation,  after  a  period  of  incubation,  an  infecting 
chancre,  soon  folloAved  by  secondary  symptoms. 

Infectious  diseases,  as  above  described,  should  be  separated  from 
infectious  diseases  which  are  transmitted  at  a  distance  by  means  of 
the  surrounding  media,  especially  by  air  and  water,  and  which  are 
not  inoculable  (cholera,  typhus,  etc.). 

The  infectious  diseases  are  also  distinguished  from  poisons  by  the  fact 
that  the  latter,  when  introduced  into  the  system,  are,  after  a  short 
time,  eliminated,  provided  death  does  not  occur.    Poison  is  not  con- 
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tagions  from  a  sick  to  a  well  person,  neither  is  it  inoculable.  Again, 
it  is  not  hereditary,  while  the  virus,  which  is  only  slowly  and  incom- 
pletely eliminated,  is  transmitted  by  inheritance  under  certain  deter- 
mined conditions. 

To  examine  the  question  further,  it  should  be  asked,  What  is  the 
cause  of  infectious  diseases  ?  In  what  does  the  virulence  of  the  in- 
oculable liquid  or  virus  consist  ?  What  is  the  virus,  and  particularly 
the  serous,  transparent,  colorless  liquid,  a  drop  of  which  is  sufficient  to 
affect  the  whole  economy,  causing  a  chancre  at  the  place  of  inocula- 
tion, a  chain  of  enlarged  inguinal  lymphatic  glands,  and  all  the  sub- 
sequent symptoms  of  syphilis? 

The  several  hypotheses  advanced  by  the  schools  of  vitalists  served 
only  to  explain  the  material  changes  of  liquids  and  tissues. 

We  find  first  the  hypothesis  of  Ch.  Robin,  that  the  tissues  and 
blood,  or  rather  the  nitrogenized  materials  of  the  tissues,  are  gradu- 
ally modified  in  a  special  manner  by  the  contact  of  the  virulent  liquid, 
from  whence  results  a  general  infection  of  the  whole  economy.  This  is, 
however,  only  a  hypothesis,  since  nothing  proves  that  it  occurs  in  this 
manner,  and  it  is  not  known  in  what  this  modification.of  tissues  consists. 

Later,  Chauveau,  from  his  investigations  with  the  virus  of  vaccine, 
demonstrated  that  in  this  virus  the  fluid  part  is  not  capable  of  being 
inoculated,  and  that  the  solid  particles,  viz.,  the  minute  granules  con- 
tained in  the  fluid,  are  alone  able  to  reproduce  the  vaccine  disease, 
when  inoculated  upon  a  healthy  person. 

[The  contagion  of  smallpox,  the  cattle-plague,  and  relapsing  fever 
was  claimed  by  Chauveau  and  Burdon-Sanderson  to  reside  in  a  living 
germinal  cell  resembling  a  white  blood-cell,  but  of  less  size,  more 
active,  more  short-lived,  and  capable  of  general  movement  and  pro- 
liferation. "  Beale  also  claimed  that  another  cell  with  similar  prop- 
erties and  powers,  and  directly  descended  from  degraded  cell  elements 
of  human  origin,  was  the  starting  point  of  syphilis."'] 

The  question  has  been  considerably  advanced  by  Pasteur,  who 
revived  the  old  conception  of  parasites,  and  by  new  investigations 
demonstrated  the  r61e  played  by  ferments  and  vibriones  in  a  number 
of  infectious  diseases.  In  purulent  infection,  septic  infection,  and 
malignant  pustule,  Pasteur  has  determined  by  several  cultivations,  and 
several  successive  inoculations,  the  variety  of  micrococci,  which,  when 
introduced  into  the  system,  are  the  cause  of  the  existing  symptoms. 


['  Otis,  op.  cit.] 
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Taking  this  as  a  basis  of  analogy,  are  we  able  to  say  that  syphilis 
is  due  to  the  reproduction  and  multiplication  in  the  economy  of  para- 
sites of  the  same  order  as  the  bacteria  of  malignant  pustule  or  as  the 
micrococci  of  septic  infection  ?  Certainly  nothing  is  more  seducing 
than  this  theory,  but,  on  the  other  hand,  there  is  nothing  at  present 
whatever  to  prove  it.  The  difficulties  surrounding  the  investigation 
into  the  possible  existence  of  a  special  parasite  for  syphilis  are  to  be 
considered. 

When  an  experimenter,  for  example,  has,  with  all  the  minute  pre- 
cautions recommended  by  Pasteur,  taken  the  blood  of  an  animal 
attacked  with  malignant  pustule,  and  has  so  placed  a  drop  of  this  blood 
as  to  favor  the  development  of  the  micrococci,  if  he  sees  a  number 
of  micrococci  produced  in  the  culture  fluid,  and  by  inoculating  a  drop 
of  this  fluid  he  reproduces  the  malignant  pustule  in  the  inoculated 
animal,  there  are  two  complete  and  distinct  series  of  experiments. 
In  the  first  the  parasite  is  isolated  and  developed  ;  in  the  second  we 
are  assured  that  this  parasite  thus  isolated  and  reproduced,  after 
several  successive  cultures,  is  able  to  transmit  the  malignant  pustule. 

Are  we  able  to  reproduce  these  two  series  of  experiments  with 
syphilitic  virus  ?  No.  And  even  if  we  suppose  that  there  is  a 
special  parasite  in  this  virus,  and  that  this  parasite  can  be  isolated, 
we  are  not  able  to  prove  that  it  alone  will  develop  syphilis.  In 
fact,  we  do  not  know  any  kind  of  animal  life  that  may  be  inoculated 
with  success,  and  determine  the  manifestations  of  syphilis.  We 
never  advise  nor  practice  experimental  inoculation  of  syphilis  upon 
man.  Although  the  inoculation  of  soft  chancre  has  succeeded,  accord- 
ing to  Auzias-Turenne,  upon  monkeys,  that  of  infecting  chancre  has 
thus  far  determined  nothing,  and  what  we  know  in  regard  to  the 
copulating  disease  of  the  horse,  or  the  discharge  and  venereal  ulcers 
of  the  dog,  is  not  so  convincing  that  we  can,  in  the  present  state  of 
science,  consider  these  animals  as  having  any  disease  analogous  to 
venereal  disease  in  man. 

We  are  only  able  to  present  a  hypothesis  upon  the  subject  of 
syphilitic  virus ;  but  that  which  best  explains  the  facts,  Avhich  best 
agrees  by  analogy  with  the  known  symptoms  of  diseases  similar  to 
syphilis,  is  certainly  the  hypothesis  of  parasites. 

[The  subject  of  the  inoculation  of  syphilis  upon  some  of  the  lower 
animals  has  been  recently  experimentally  studied  by  Klebs.'  The 

['  Archiv  fiir  Experiment.  Pathologie  u.  Pharmakologie,  Band  x.  s.  161.] 
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methods  eraployed  by  him  were  either  to  inoculate  the  animal  with  a 
portion  of  a  fresh  chancre  or  that  of  cultivation.  From  his  investiga- 
tions he  found  that,  under  certain  conditions,  syphilitic  indurations 
ax-e  not  infective,  or,  more  probably,  they  have  ceased  to  be  so  at 
the  time  of  inoculation ;  and,  as  these  show  the  same  histological 
elements  as  those  which  do  infect,  it  is  concluded  that  the  cells  are 
not  the  carriers  of  the  virus.  Klebs  believes  that  the  various  stages 
of  development  of  a  fungus  correspond  with  the  various  grades  of 
infectiveness  ;  and  this  is  corroborated  by  another  observation  of  his, 
that  the  extirpated  masses  were  more  active  when  they  had  been 
preserved  for  some  days  in  glass  tubes  prior  to  their  insertion. 
From  his  experiments  Klebs  draws  the  following  conclusions: — ■ 

1.  Syphilis  in  man  can  be  communicated  to  animals  by  inoculating 
them  with  portions  of  the  syphilitic  new  formations.  But  the  course 
of  the  disease  is  not  the  same  for  each  genus.  With  apes,  the  disease 
is  quite  the  same  as  in  man  ;  rabbits  have  given  other  results,  Avhich, 
although  less  striking,  nevertheless  will  not  allow  any  mistake  as  to 
their  similarity  with  the  disease  in  man. 

2.  In  syphilitic  new  formations  in  man  certain  low  fungoid  organ- 
isms are  found,  which  develop  into  peculiar  forms — helicoraonads. 

3.  By  the  transference  of  these  to  selected  animals,  changes  are 
inaugurated  which  correspond  not  only  with  those  of  genuine  syphilis 
in  man,  but  also  with  those  of  the  inoculated  syphilis  of  animals. 

In  a  paper  on  the  fungus  of  syphilis  by  Bermann,^  of  Baltimore, 
he  describes  fungoid  growths  and  micrococci  adhering  to,  and  partly 
filling  up,  the  lumina  of  most  of  the  lymiohatic  vessels  found  in  the 
initial  sclerosis. 

According  to  Bei-mann,  the  micrococci  are  principally  to  be  seen 
in  the  lymphatics  and  usually  about  the  valves.  They  are  small, 
strongly  refracting,  spherical  bodies.  The  bacteria,  as  described  by 
Klebs,  were  only  found  in  a  few  instances,  and  only  in  the  arteries. 
The  changes  in  the  lymphatics  were  seen  chiefly  at  some  distance 
from  the  sclerosed  part.  Wherever  the  fungi  were  most  abundant  in 
the  lymphatics,  there  it  was  also  found  that  the  greatest  change  had 
occurred  in  the  appearance  of  the  tissues.  The  nearer  to  the  original 
lesion  the  more  prevalent  were  the  micrococci  or  sporangife,  while  at 
some  distance  from  the  induration  the  more  highly  developed  forms 
were  found.] 


['  Archives  of  Mod.,  Dec.  1880.] 
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Another  general  disease  of  slow  evolution,  terminating  with  nodu- 
lar productions  analogous  to  gummata,  and  closely  related  to  syphilis, 
is  tuberculosis,  which,  as  Villemin  has  shown,  is  capable  of  being 
inoculated  and  reproduced  in  several  species  of  animals. 

The  glanders  of  the  horse,  with  its  initial  ulcer,  with  its  multiple 
manifestations,  and  its  special  nodules,  is  also  related  to  sj'philis. 

It  is  with  these  two  general  diseases  that  we  can  best  compare 
syphilis ;  but,  although  there  are  between  them  some  resemblances, 
there  are  also  many  differences. 

The  histological  structure  of  tubercles  and  that  of  gummata  are  very 
similar,  the  small  cells,  the  embryonal  tissue  composing  them,  the 
granulo-fatty  and  caseous  degeneration,  which  is  observed  in  their 
centre  upon  comparative  microscopic  examinations  of  thin  sections  of 
a  gumma  and  a  tubercle,  often  occasion  some  hesitation  in  forming  an 
opinion  as  to  the  nature  of  any  given  specimen.  These  comparative 
characters  of  gummata  and  tubercles  will  again  be  referred  to  when 
the  tertiary  period  of  syphilis  is  described.  But,  although  gum- 
mata and  tubercle  are  closely  related  histologically,  they  are  not  to 
be  confounded  in  a  macroscopical  examination.  While  tubercles  are 
generally  located  in  the  lungs,  in  the  large  serous  cavities,  or  upon 
the  surface  of  mucous  membranes  (intestinal,  geni to-urinary,  etc.), 
the  gummata,  on  the  contrary,  are  almost  always  seated  in  the  sub- 
cutaneous and  sub-mucous  connective  tissue,  in  the  testicles,  in  the 
liver,  in  the  bones,  in  the  dura  mater,  etc.  Again,  gummata  are 
generally  larger  tumors  than  the  tubercles,  and  they  are  always  sur- 
rounded by  very  dense  fibrous  tissue. 

In  regard  to  glanders,  its  morbid  productions  are  especially  met' 
with  in  the  nasal  fossae,  the  muscles,  the  air-passages,  etc.,  in  the  form 
of  miliary  abscesses  following  subacute  or  chronic  purulent  infection. 

From  the  above  it  is  seen  that  our  knowledge  is  very  limited  as 
regards  the  different  varieties  of  virus ;  the  syphilitic  virus  particu- 
larly being  less  understood  than  that  of  glanders,  malignant  pustule, 
etc.,  which  may  be  inoculated  upon  different  animals,  and  conse- 
quently may  be  subjected  to  systematic  experiments. 

Contagion  and  Inoculation  of  Syphilis. — Although  we  know 
but  little  of  the  syphilitic  virus,  considered  by  itself,  or  may  even 
deny  its  existence,  we  ai*e  at  least  able  to  study  its  effects  when  it  is 
implanted  by  contagion  or  inoculation  upon  a  person  who  never  has 
had  syphilis. 
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Syphilis  most  frequently  has  its  origin  in  sexual  connection,  yet  it 
quite  often  occurs  from  the  contact  of  the  buccal  mucous  membrane 
of  a  nursing  child  with  the  nipple  of  its  nurse,  or  vice  versa,  or  by 
the  common  use  of  the  same  drinking  glasses,  etc.;  or  midwives  and 
physicians  may  be  infected  in  practising  the  vaginal  touch.  It  is  the 
serum  of  a  chancre  or  mucous  patch  which  determines  the  disease ; 
the  result  is  always  an  infecting  chancre. 

At  the  present  time  it  is  not  generally  believed  that  syphilis  follows 
a  gonorrhoea,  all  of  the  several  varieties  of  chancres,  vegetations,  or, 
in  a  word,  it  is  not  thought  that  every  venereal  symptom  may  be  the 
precursor  of  syphilis.  Nevertheless  this  theory  of  the  ti'ansmission 
of  syphilis  from  all  of  the  lesions  of  venereal  disease,  this  doctrine  of 
the  identity/  of  gonorrhoea  and  chancres  prevailed  without  opposi- 
tion during  several  centuries.  At  the  present  time  it  is  entirely 
abandoned.  I  began  my  studies  as  interne  in  1861  with  Gibert,  a 
celebrated  dermatologist  of  the  St.  Louis  Hopital.  At  that  time  the 
physicians  of  that  hospital,  Gibert,  Cazenave,  Devergie,  all  defended 
the  theory  of  identity.  Gibert,  for  example,  taught  that  syphilis 
followed  gonorrhoea,  vegetations,  soft  chancre  as  well  as  hard,  and 
mucous  patches.  For  a  long  time,  however,  in  the  School  of  Midi, 
Ricord  and  Cullerier  had  separated  the  cause  of  gonorrhoea  from 
that  of  chancre  ;  but  they  made  no  distinction  between  simple  and 
infecting  chancre  ;  they  were  unicists,  they  thought  that  syphilis 
would  follow  soft  chancre  as  well  as  the  indurated  chancre,  and  that 
the  only  transmissible  lesion  was  always  the  chancre,  the  mucous 
patches  following  the  chancres  not  having  the  power  to  communicate 
syphilis. 

It  Avas  only  later  that  Bassereau,  Clerc,  Diday,  RoUet,  etc.,  de- 
monstrated that  simple  or  soft  chancre  was  different  from  hard  or 
infecting  chancre,  and  that  the  latter  only  had  the  power  of  determin- 
ing constitutional  syphilis.  This  distinction,  or  rather  this  opposition 
of  the  two  chancres,  this  dualism,  for  such  is  the  name  of  the  new 
doctrine,  has  been  accepted  by  Ricord  and  his  pupils,  particularly  by 
Fournier  in  his  late  most  excellent  publications. 

To  return  to  the  contagion  of  infecting  chancre :  When  a  person 
is  exposed  to  impure  connection,  the  lesions  do  not  immediately 
supervene ;  there  occurs  a  period  of  from  two  to  four  weeks,  an 
average  of  twenty-five  days,  before  any  symptoms  appear,  and  fre- 
quently a  longer  time  elapses — six  weeks  or  two  months. 

This  period  of  incubation,  which  .precedes  the  appearance  of  the  in- 
3 


34 


SYPHILIS. 


durated  chancre,  was  not  recognized  as  long  as  the  two  chancres  were 
confounded.  Rollet,  Fournier,  Clerc,  etc.,  have,  however,  in  the  last 
few  years,  by  many  observations,  determined  this  incubative  interval 
to  be  almost  invariably  present.  Thus  when  sailors,  after  having  been 
away  from  port  for  a  month,  or  even  for  two  months,  have  been  known 
to  develop  chancres  upon  the  genital  organs,  or  when  a  similar  lesion 
occurs  in  the  case  of  a  prisoner  in  Saint  Lazare  sixty  days  after  her 
admittance  (Aimd  Martin),  the  observations  are  as  conclusive  as 
experimental  inoculations.  And  when  such  inoculations  have  been 
made  to  prove  the  transmission  of  syphilis  by  secondary  lesions,  and 
by  the  blood,  they  have  also  demonstrated  the  long  duration  of  the 
period  of  incubation.  Innumerable  observations,  clinical  and  ex- 
perimental, have  shown  that  the  period  of  incubation  of  the  hard 
chancre  averages  from  three  to  four  weeks.  This  is  characteristic 
only  of  infecting  chancre,  since,  as  has  been  previously  mentioned, 
the  inoculated  simple  chancre  appears  almost  immediately,  first  as 
an  area  of  redness,  then  as  a  small  pustule,  and  thirdly  as  an  ulcer. 

Many  inoculations  have  been  made  with  the  serum  of  mucous 
patches,  with  syphilitic  pustules,  with  the  blood  of  syphilitic  patients, 
upon  persons  who  have  never  had  syphilis.  These  experiments  we 
do  not  hesitate  to  condemn  when  they  are  made  without  the  consent 
of  the  patient.  Wallace  in  England,  Vidal  de  Cassis  in  France, 
Waller  in  Prague,  Auzias-Turenne,  Gibert,  Belhomme,  etc.,  have 
inoculated  the  serum  of  mucous  patches.  E-icord  for  some  time 
maintained  that  the  chancre  alone  was  inoculable,  but  he  now  ad- 
mits his  error. 

The  blood  of  syphilitic  patients  has  been  successfully  inoculated 
by  Waller,  Viennois,  and  the  anonymous  writer  of  the  Palatinate. 
Pellizzari  inoculated  three  young  medical  students,  of  whom  one  only 
had  syphilis. 

Whenever  an  inoculation  with  the  serum  or  pus  of  a  secondary 
lesion  or  with  the  blood  is  successful,  it  produces  a  chancre  preceded 
by  a  long  period  of  incubation.  The  symptoms  of  syphilis  are  then 
developed  in  their  regular  evolution,  and  successively  appear,  be- 
ginning by  the  incubation  and  primary  lesion,  continuing  with  the 
eruptions  of  the  secondary  and  tertiary  periods. 

The  inoculations  made  by  Diday  render  it  probable  that  the  tertiary 
lesions  ai*e  not  inoculable,  and  consequently  not  contagious. 

From  the  above  facts  a  few  practical  conclusions  may  be  drawn: — 
Mucous  patches  and  moist  papules,  by  contagion,  have  the  power  of 
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causing  a  chancre  and  syphilis.  Syphilis  transmitted  by  a  syphilitic 
nursing  infant,  sufiering  with  mucous  patches  of  the  lips,  is  seen  as 
a  chancre  upon  the  nipple  of  the  nurse,  pi'ovided  the  latter  has  never 
had  syphilis.  Again,  syphilitic  papules  of  the  nipple  of  a  syphilitic 
nurse  occasion  a  chancre  upon  the  lip  of  a  healthy  infant. 

Secondary  lesions  of  syphilis  remain  a  long  time.  In  the  hospi- 
tals, female  patients  return  during  two,  three,  and  even  five  years 
with  mucous  patches  on  the  vulva  ;  it  is  the  same  with  raucous  patches 
of  the  tongue,  mouth,  etc.,  with  men.  Syphilis  may  then  be  com- 
municated by  a  syphilitic  person  during  three,  four,  or  five  years 
after  the  beginning  of  the  disease.  In  marrying,  after  contracting 
syphilis,  there  is  danger  of  communicating  the  disease  to  the  wife  and 
of  having  syphilitic  children.  In  hereditary  syphilis  the  woman 
seems  to  occupy  the  most  important  place,  and  it  is  rare  that  a  syphi- 
litic father  has  a  child  affected  with  syphilis,  if  the  mother  remains 
healthy  during  marriage. 

There  are  no  reliable  cases  evincing  the  truth  of  syphilitic  contagion 
by  the  spermatic  fluid,  or  of  inoculation  by  this  liquid.  The  tears 
and  saliva,  obtained  from  syphilitic  persons,  have  been  inoculated 
upon  healthy  persons  without  producing  the  disease. 

[There  has  been,  as  far  as  we  know,  not  one  trustworthy  case  of 
the  transmission  of  syphilis  by  means  of  any  of  the  normal  seci-etions, 
even  where  the  most  careful  and  persistent  attempts  at  inoculation 
have  been  made.  The  evidence  as  to  its  transmission  by  uterine 
discharges  seems  as  yet  to  leave  the  matter  open  to  doubt,  though  it 
is  highly  probable  that  a  simple  leucorrhoea,  unaccompanied  by  secon- 
dary lesion  of  the  uterus,  is  not  capable  of  conveying  syphilis.] 

As  the  blood  is  undoubtedly  contagious  and  inoculable,  while  the 
fluids  of  the  various  seci-etions  do  not  possess  these  properties,  it  is 
very  probable  that  the  passage  of  the  serum  of  the  blood  through  the 
glandular  membranes  and  cells  arrests  the  contagious  particles,  and 
renders  the  secreted  fluids  harmless. 

£lf  the  theory  of  lymphatic  absorption  as  stated  above  be  correct, 
this  becomes  comprehensible.  The  syphilitic  cells  are  said  to  influence 
only  germinal  matter,  or  white  blood-corpuscles,  and  would  therefore 
have  no  effect  upon  the  formed  material  of  the  tears,  milk,  saliva, 
semen,  etc.,  which  not  having  been  impressed  by  their  contagious 
properties,  would,  of  course,  be  harmless  when  inoculated.  A  further 
extension  of  this  line  of  argument  is  of  great  interest  in  its  application 
to  other  syphilitic  phenomena.    The  law  of  Colles,  for  example,  that 


36 


SYPHILIS. 


an  apparently  healthy  mother,  being  delivered  of  a  child  which  has 
derived  syphilis  from  paternal  influence,  is  able  to  suckle  that  child 
with  impunity,  although  a  healthy  wet-nurse  contracts  syphilis  from 
it,  has  never  been  controverted,  and  has  always  seemed  more  or  less 
mysterious.  It  is  possible,  as  the  corpuscles  do  not  pass  over  from 
one  organism  to  the  other,  but  are  arrested  by  the  "septum  between 
the  maternal  and  foetal  vascular  systems"  (Kassowitz),  that  only  such 
minute  quantities  of  the  poison  are  carried  over  as  not  to  produce 
observable  symptoms.  We  can  understand  by  this  view  how  a  mother 
may  appear  to  escape  altogether,  and  yet  g-ive  birth  to  a  series  of 
markedly  syphilitic  infants.] 

Whatever  may  be  the  lesion  or  fluid  which  determines  the  trans- 
mission of  syphilis,  it  appears  that  the  result  is  always  the  same,  and 
is  an  infecting  chancre,  preceded  by  a  period  of  incubation. 

Period  op  Incubation. — This  period  includes  the  interval  elapsing 
between  the  inoculation  and  the  appearance  of  the  chancre. 

Most  writers  believe  that  the  absorption  takes  place  immediately 
at  the  point  of  contamination,  the  virus  being  taken  up  by  the  lym- 
phatic and  blood  circulation,  and  carried  throughout  the  whole  sys- 
tem, and  that  the  infection  of  the  entire  economy  is  completed  before 
the  chancre  appears. 

Although  it  may  be  several  weeks  after  impure  connection  before 
the  chancre  is  seen  at  the  part  which  has  been  inoculated,  they 
believe  that  from  the  first  day  the  patient  has  been  infected  with 
syphilis.  Cusco  goes  even  further,  and  maintains  that  it  is  possible 
to  become  syphilitic  by  absorption  of  the  virus,  without  having  a 
chancre.  We  are  not  of  this  opinion,  and  believe  that,  although,  in 
many  cases,  especially  with  women,  the  initial  chancre  has  not  been 
detected,  it  is  due  to  its  being  painless,  small,  or  so  situated  as  not 
to  be  seen — in  a  word,  it  has  been  overlooked. 

Writers  who  maintain  that  the  virus  has  been  absorbed,  and  that 
it  afiects  the  whole  system  before  the  appearance  of  the  chancre, 
advance  in  justification  of  their  opinion  the  physiological  experiments 
made  by  Renault  with  glanders.  In  1848  Renault  inoculated  thirteen 
horses  with  glanders ;  all  had  the  puncture  cauterized  Avith  a  hot  iron 
at  periods  varying  from  one  to  twenty-four  hours  after  the  inocula- 
tion.   All  w^ere  aff"ected  with  glanders.^ 


'  Aime  Martin  and  Belhomme,  Traite  de  la  Syphilis,  2d  edition,  1876,  p.  51. 
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These  experiments,  however,  cannot  be  considered  to  apply  equally 
to  syphilis. 

The  following  experiment  with  tubercle  was  made  by  Cohnheim  : 
A  drop  of  liquid  obtained  from  a  tubercle  was  placed  in  the  anterior 
chamber  of  the  eye,  behind  the  transparent  cornea,  in  such  a  manner 
that  day  by  day  the  result  could  be  studied.  The  inoculated  part 
remained  without  change  for  a  week,  but  on  the  eighth  day  there  sud- 
denly occurred  a  congestion  and  protrusion  of  the  cornea,  and  a  new 
formation  of  tissue,  analogous  to  tubei'cle,  in  the  iris  and  in  the  mem- 
branes of  the  eye.  In  -this  case  the  period  of  incubation  had  been  a 
period  of  rest  for  the  virus,  since  it  was  only  at  the  termination  of  a 
week,  that  the  neighboring  parts  reacted  and  reproduced  a  similar 
tissue.  This  primary  phenomenon  was  foUoAved  later  by  a  formation 
of  tubercles  in  the  lungs  and  other  organs. 

During  the  period  of  incubation  of  syphilis,  does  the  virus  remain 
localized  as  in  the  experiment  of  Cohnheim,  and  consequently  without 
danger  as  far  as  general  infection  is  concerned  ? 

We  are  not  in  possession  of  absolutely  conclusive  evidence  upon 
this  point,  but  it  is  highly  probable  that  the  syphilitic  virus,  inserted 
under  the  skin,  remains  there  a  certain  length  of  time  without  any 
other  action  than  gradually  to  change  the  cells  which  are  in  immediate 
relation  with  it,  and  slowly  to  prepare  them  for  the  hyperplasia 
which  soon  constitutes  the  chancre. 

The  chancre  always  appears  at  the  primary  contaminated  point. 
If  we  suppose  that  the  syphilitic  virus  is  from  the  first  carried  every- 
where in  the  economy,  it  is  difficult  to  understand  why  there  is  not 
during  one  or  two  months,  any  other  lesion  elsewhere  than  at  the 
point  of  entrance.  The  chancre,  we  reiterate,  the  primary  lesion,  is 
invariably  met  with  in  the  part  inoculated,  never  elsewhere  ;  and 
secondarily,  a  gland  is  swollen  after  the  appearance  of  the  chancre, 
then  several  glands,  and  these  glands  for  some  time,  as  we  know  from 
our  study  of  other  diseases,  arrest  the  diffusion  or  generalization  of 
morbid  products  and  tumors. 

This  conception  of  the  innocuousness  of  the  virus,  at  the  beginning 
of  the  contamination,  is,  as  we  understand  it,  very  important  in  a 
practical  point  of  view.  It  would  indicate  that  the  destruction  of  the 
chancre,  at  the  moment  of  its  appearance,  would  prevent  syphilis. 
Ribes  in  1820,  and  Ricord  in  1845,  maintained  with  much  force,  that 
the  cauterization  or  excision  of  chancre,  practised  soon  enough,  com- 
pletely arrested  further  lesions. 
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But  at  the  time  Ricord  advised  cauterization  of  the  chancre,  he 
confounded  the  soft  with  the  infecting  chancre,  and  it  is  possible  his 
success  was  only  with  soft  chancres. 

Auspitz  and  Paul  Unna  have  since  practised  a  number  of  exci- 
sions of  chanci'es,  in  33  cases,  from  which  10  for  special  reasons  have 
been  excluded.  In  23  cases,  14  patients  did  not  present  any  symptoms 
of  general  infection  during  a  sufficiently  prolonged  period  of  observa- 
tion.   The  remaining  9  cases  were  affected  with  constitutionarsyphilis. 

When  induration  does  not  follow  after  excision,  the  patients  do  not 
have  secondary  lesions,  even  if  the  inguinal  glands  are  swollen  at  the 
time  of  excision  of  the  chancre.  Again  the  secondary  lesions  seem 
to  be  delayed  in  patients  who  have  submitted  to  excision  of  the  pri- 
mary lesion. 

Auspitz  and  Unna  advise  excision  of  the  chancre,  when  the  indura- 
tion has  existed  for  a  short  time  only,  if  the  chancre  is  not  accom- 
panied with  a  painless  swelling  of  the  inguinal  glands,  and  when  the 
situation  of  the  chancre  permits  its  removal  without  difficulty. 

These  results  of  the  excision  of  the  indurated  chancre  should  be 
remembered.  They  give  support  to  the  theory,  that  syphilis  is  not 
at  once  generalized  in  the  system  before  any  apparent  manifestation. 
Yet,  although  this  theory  seems  to  agree  best  with  the  facts,  we  can- 
not in  the  present  state  of  knowledge  regard  it  as  proved. 

[Bumstead  excised  indurated  chancres  in  15  cases  without  once 
preventing  the  development  of  syphilis.  Zeissl,  Mauriac,  and  Isidor 
Neumann,  in  17  addiuonal  cases  had  similar  results.  Kolliker,  in  a 
lectui'e  on  the  excision  of  the  Initial  Lesion  of  SyiyMlis,  published 
in  the  Centrcdblatt  fur  chirurgie,  No.  48,  1878,  draws  the  following 
conclusions:  1.  In  certain  cases,  which  at  present  cannot  be  desig- 
nated with  certainty,  extirpation  of  the  primary  sore  serves  to  pre- 
vent general  contagion.  2.  This  may  occur  even  when  the  glands  in 
the  neighborhood  are  indurated.  3.  On  the  other  hand,  extirpation 
is  often  fruitless,  no  matter  how  early  undertaken.  4.  Even  where 
excision  does  not  prevent  the  occurrence  of  general  symptoms,  it 
modifies  them  and  makes  the  course  of  the  disease  milder.  He 
concludes  by  agreeing  with  Auspitz,  that  the  initial  indurated  sore  is 
not  to  be  considered  as  a  symptom  of  complete  general  infection. 

Berkeley  Hill  thinks  "  it  is  wiser  to  assume  that  we  cannot 
indicate  any  period  at  which  syphilis  is  a  local  disease,  which  can 
be  extirpated  by  local  treatment."    Hutchinson  "  finds  it  very  diffi- 
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cult  to  believe  that  absorption  of  the  syphilitic  virus  is  so  rapid,  that 
there  is  no  stage  during  which  it  remains  limited  to  the  seat  of  inocula- 
tion ;  he  prefers  to  act  as  if  this  stage  comprised  the  first  week  or  ten 
days  after  contagion."  This  would  seem  to  conflict  with  his  tlieory 
of  the  exanthematous  nature  of  syphilis,  as  there  is  no  evidence, 
whatever,  that  the  diseases  with  Avhich  he  classes  it  can  be  similarly 
aborted  (see  p.  19). 

Van  "Buren  and  Keyes  say  that  "  the  patient  already  has  syphilis 
before  his  chancre  appears."  Jullien  insists  that,  after  the  appear- 
ance of  the  chancre,  "  all  cauterants,  all  attempts  at  absorption  should 
be  abandoned."  Belhomme  and  Martin  say  "  the  chancre  is  the  first 
manifestation  of  constitutional  syphilis."  Diday  asserts  that  "  it  is 
not  in  the  power  of  the  physician  to  prevent  by  local  medication  or 
treatment  the  sequelae  of  the  chancre."  Lee  believes  that  after  the 
chancre  has  appeared,  local  treatment  is  unavailing.  Otis  says  the 
evidence  does  not  seem  "  sufficient  to  warrant  any  positive  claim 
to  the  prevention  of  general  infection,  by  excision  of  the  initial  lesion 
of  syphilis.  The  manner  in  which  infection  takes  place  (any  moment 
after  which  might  carry  an  infected  or  degraded  cell  into  a  lymph 
vessel,  and  there  out  of  reach)  would  appear  to  render  it,  at  the 
least,  highly  improbable  that  every  infecting  cell  could  be  removed  by 
removal  of  the  initial  lesion.  The  procedure  is,  however,  in  harmony 
with  our  view  of  the  case."  Mauriac  believes  that  excision  of  the 
chancre  is  useless:  1.  Because  it  does  not  prevent  the  reproduction 
of  the  primary  sore  ;  2.  Because  it  does  not  prevent  constitutional 
infection  ;  and  3.  Because  it  does  not  diminish  the  subsequent  severity 
of  the  disease. 

It  will  thus  be  seen,  that  there  is  great  difference  of  opinion  among 
syphilographers  upon  this  point,  but  that  the  weight  of  authority  is 
against  the  prohahility  of  the  abortion  of  syphilis  by  excising  or 
otherwise  destroying  the  chancre.  Our  own  experiments  in  this 
direction  are  not  yet  sufficiently  numerous  to  justify  generalization  ; 
but  we  may  venture  to  say,  that  the  results  thus  far  obtained  appear 
to  favor  the  theory  which  regards  chancre  as  a  local  development 
and  not  as  necessarily  a  symptom  of  general  syphilis. 

Most  authorities  are  agreed,  however,  that  cauterization  or  excision 
of  an  abraded  or  absorbing  surface  soon  after  exposure,  and  before  the 
development  of  the  chancre,  is  strongly  indicated,  and  has  probably 
in  several  cases  prevented  constitutional  infection.] 
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CHAPTER  II. 


ANATOMICAL  DESCRIPTION  OF  INFECTING  CHANCRE. 

Macroscopical  description — The  surface  of  the  chancre — Its  secretion — Its  false 
membrane— Microscopical  examination  of  sections  of  chancres — Lesions  of  the 
epidermic  cells,  of  the  papillse,  of  the  connective  tissue — ^Vascular  sclerosis — 
Its  participation  in  the  cliancrous  induration — Surrounding  lymphangitis 
and  induration — Adenitis — Cicatrix  of  chancre. 

The  infecting  chancre,  aftei*  a  period  of  incubation,  varying  from 
fifteen  days  to  one  or  two  months,  begins  sometimes  by  a  superficial 
papule  which  generally  extends  in  circumference  and  depth,  as,  for 
example,  with  the  cutaneous  chancre,  and  those  occurring  upon  the 
nipple  ;  sometimes  by  an  excoriation  or  a  superficial  fissure,  often 
very  slight.  As  it  extends,  upon  the  skin  there  are  seen  an  accom- 
panying redness  and  desquamation  of  the  epidermis ;  upon  the 
mucous  membranes,  a  superficial  excoriation  or  an  ulceration  covered 
by  a  grayish  or  yellowish  false  membrane  ;  there  is  also  observed 
an  induration  varying  according  to  the  seat  of  the  disease,  and  differ- 
ing in  different  cases.  By  raising  and  compressing  the  base  of  the 
chancre  between  the  fingers,  this  induration  may  most  readily  be  felt, 
sometimes  giving  the  sensation  of  a  hard  nodule,  fibrous  or  cartilagi- 
nous ;  at  other  times,  that  of  a  thin  plate,  like  parchment  or  even 
paper. 

[Jullien  gives  the  following  table  of  the  comparative  views  of  various 
authors  as  to  the  period  of  incubation  of  infecting  chancre,  and  calls 
attention  to  the  remarkable  regularity  of  the  change  in  opinion  which 
has  taken  place  in  twenty  years,  a  steady  and  progressive  increase  in 
the  length  of  the  period  being  observed: — 

Diday,  1857    14  days. 

Clerc,  papers  published  in  1866,  but  collected  previously  14  to  16  days. 

Chabalier,  1863    15  to  18  " 

Leon  de  Fort,  papers  publislied  in  1863,  but  collected  in  1866  19  " 

Rollet,  from  researches  anterior  to  1865         ....  25  " 

'  Fournier,  "  "  "       "    "    26 

Sigmund,  1860  to  1864    28  to  35  " 

Mauriac,  1870  to  1871    40  " 
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He  suggests,  that  as  the  skill  and  accuracy  of  these  observers  are 
beyond  question,  this  fact  is  in  accord  with  the  decreasing  severity  of 
syphilis,  and  with  the  circumstance  now  generally  admitted  that 
chancres  of  long  incubation  are  apt  to  be  followed  by  benign  syphilis. 

He  adds  the  subjoined  table,  made  up  from  a  moderate  number  of 
cases,  and  intended  to  show  the  slight  variations  in  the  period  of 
incubation  due  to  differences  in  the  source  of  original  contagion,  and 
also  the  general  average  duration  of  this  period  at  the  present  day, 
and  in  his  own  experience  : — 

Source  of  Infection.  Duration  of  Incubation. 

Maximum.     Miuiinum.  Aveiase. 


Infecting  chancre    .       .       .  39  days.  15  days.  24  days.  ]  g,^^^ ^^.^^ 

Mucous  patches      .       .       .  30    "  10    "  27    "      '  '^^'''^ 

Pustular  syphilide  .       .       .  35    "  28    "  30  " 

Blood   35    "  25    "  30  " 


t.  average. 
26  days. 


Fournier  mentions  a  case  in  which  this  period  reached  seventy-five 
days.  In  37  out  of  42  cases  of  experimental  inoculation  collected 
by  Hill  and  Cooper,  the  incubation  was  stated  with  exactness,  the 
extremes  being  ten  and  forty-six  days,  the  most  common  periods 
twenty-five  and  twenty-eight  days,  and  the  average  twenty-four  days. 

The  longest  period  of  incubation  observed  by  Burastead  and  Taylor 
was  fifty  days;  the  shortest  they  do  not  state — and  this  indeed  has 
never  been  absolutely  determined.  Diday,  however,  has  reported 
one  case  in  which  the  interval  between  exposm'e  and  the  development 
of  the  sore  was  twenty-four  hours  ;  Otis  and  Taylor  each  a  similar 
one  ;  Hammond  one  in  which  it  was  thirty-six  hours  ;  Le  Fort  several 
from  three  to  seven  days ;  Hardaway  one  in  which  it  was  seven  days ; 
Rollet  one  of  nine  days,  etc. 

We  have  several  times  seen  an  tdcer  follow  exposure  to  contagion 
within  two  or  three  days,  succeeded  in  its  turn  by  constitutional 
syphilis,  but  have  never  noticed  characteristic  induration  develop 
earlier  than  the  seventh  day. 

It  is  an  excellent  general  rule  for  prognosis  in  cases  of  suspicious 
ulcers  upon  the  genitals,  to  assume  that,  if  an  interval  of  ten  days  or 
more  has  elapsed  between  the  last  exposure  to  contagion,  and  the 
development  of  the  sore,  the  latter  is  probably  the  initial  lesion  of 
syphilis.] 

When  the  surface  of  a  fully  developed  chancre  is  examined,  there 
is  constantly  found  a  secretion  of  a  transparent,  thin,  serous  liquid, 
small  in  amount.  The  margins  of  the  chancre,  covered  by  layers  of 
the  superficial  and  deep  epidermis,  are  directly  continuous  Avith  the 
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neighboring  cutaneous  or  mucous  surfaces.  Upon  the  labia  majora, 
for  example,  the  most  common  seat  of  chancre  in  the  female,  it  is 
found  in  passing  from  the  healthy  skin  to  the  eroded  surface  of  the 
chancre,  that  the  corneous  layer  of  the  epidermis,  ■which  passes  over 
its  margin,  is  a  little  thinned,  and  ceases  at  the  beginning  of  the  ero- 
sion, while  the  epidermic  layers  of  the  rete  mucosum  cover  almost  the 
entire  surface  of  the  chancre,  at  least,  if  there  be  no  true  ulceration. 
There  is  a  gradual  thinning  of  the  epidermic  layers  from  the  periphery 
to  the  centre. 

The  ulceration,  when  it  exists,  is  a  simple  cup-shaped  depression  ; 
its  surface  is  smooth,  and  the  margins  are  not  abrupt.  At  the  centre 
of  the  chancre,  and  extending  over  a  greater  or  less  extent,  there  is 
found  a  kind  of  gray  or  yellowish-gray  opaque  false  membrane, 
having  very  much  the  appearance  of  the  false  membrane  of  diphtheria. 
It  may  form  a  regular  or  irregular  layer,  or  is  at  times  distributed  in 
small  patches  or  islands.  It  is  removed  with  difficulty,  yet  by  scraping 
with  a  bistoury  it  may  be  separated,  and  then  its  close  attachment 
can  be  appreciated ;  also  its  thickness,  which  is  from  a  fifth  to  a 
fourth  of  a  millimetre,  sometimes  more.  Beneath  the  false  membrane 
there  is  found  a  tissue  which  readily  bleeds. 

[A  rare  variety  of  the  initial  lesion  of  syphilis,  is  the  diphtheroid 
chancre  of  Dr.  Morrow,  in  which  a  large  portion  of  the  glans  penis  is 
covered  with  a  glistening  grayish-white  coating  of  a  leathery  con- 
sistence, simulating,  in  all  its  characters,  a  diphtheritic  exudation.  Dr. 
Taylor  regards  this  as  a  form  of  scaling  or  dry  chancre,  the  syphilitic 
cells  being  developed  in  the  superficial  lesions  of  the  glans.  We 
have  never  seen  this  lesion. 

Multiple  chancres  occasionally  occur,  and  sometimes  assume  a  her- 
petiform  character.  "  They  look  like  small  round  excoriations,  of  a 
deep-red,  sometimes  coppery  hue,  bleed  readily  and  have  a  very 
slight  induration  of  their  bases,  which  often  increases  at  a  later 
period.  From  five  to  fourteen  chancres  may  be  observed  upon  the 
prepuce  or  glans.  In  their  first  stage,  the  diagnosis  is  difficult ;  but 
the  absence  of  itching  and  burning,  their  dark  color,  and  their  chro- 
nicity  are  points  Avhich  aid  in  distinguishing  them  from  herpes. 
Another  important  feature  is,  that  their  surface  is  very  smooth  and 
shining.  Moreover,  induration  of  the  inguinal  ganglia  is  soon  de- 
veloped."^ We  have  never  seen  these  sores  in  so  great  numbers,  nor 


1  Bumstead  and  Taylor,  p.  450. 
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have  we  seen  them  remain  distinct  throughout  their  entire  course. 
When  they  are  very  close  to  one  another,  as  is  usually  the  case,  the 
induration  at  their  bases  is  continuous,  and  the  three  or  four  sores 
can  be  lifted  up  together, 

Mauriac  describes  a  form  of  initial  lesion  as  "  infecting  balano-pos- 
thitis."  In  this  condition,  "  the  mucous  membrane  of  the  prepuce  is 
thickened,  has  a  deep-red  color,  and  is  slightly  excoriated,  either  par- 
tially or  completely."  In  its  early  stage,  this  is  exceedingly  decep- 
tive, the  general  inflammatory  appearances  leading  almost  invariably 
to  the  supposition  that  the  case  is  one  of  simple  balano-posthitis. 
The  induration,  which  almost  always  exists,  is  broad  and  uneven,  and 
not  so  strictly  defined  as  in  the  chancre.  If  the  prepuce  be  watched 
while  the  patient  retract  it,  the  indurated  portion  will  be  seen  to  offer 
resistance,  and  then  to  erect  itself  or  stand  upon  its  edge  before  it 
turns  over.  We  have,  however,  in  several  instances,  seen  this  precise 
condition  not  followed  by  constitutional  symptoms.  The  prognosis, 
therefore,  in  such  cases,  should  always  be  doubtful.] 

When  an  entire  chancre,  with  a  more  or  less  hard  base,  is  examined, 
it  is  seen  that  it  is  not  a  depression,  but,  on  the  contrary,  a  papular 
prominence  of  the  derm,  for  although  its  centre  is  depressed,  and 
slightly  cup-shaped,  its  borders  are  thicker  and  more  prominent  than 
the  healthy  skin  with  which  they  are  continuous. 

Thus,  a  diagram  of  a  section  of  a  chancre  made  vertical  to  the  sur- 
face.of  the  skin,  gives  us  the  following  figure. 


Schematic  section  of  im  indurated  chancro.   a,  6.  Corneous  opidovmis.  jp.  Papillio.  t.  Indurated 
tissue  at  the  base  of  tho  chancre,  m.  False  membrane. 

The  corneous  layer  of  the  epiderm  a  is  continuous  with  the  healthy 
part  of  the  skin  over  the  elevation  formed  by  the  margin  of  the  chancre 
6,  afterwards  it  is  thinned,  reaclung  the  depressed  centre.  This  de- 
pression is  covered  by  the  adherent  false  membrane  m.  The  Malpig- 
hian  layer,  between  the  corneous  layer  and  the  papillae  j5,  is  thickened 
at  the  margin  of  the  chancre,  and  thinned  or  even  lost  in  the  centre 
of  the  excoriation  under  the  false  membrane.    The  jDapillary  layer  jp, 
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presents,  at  the  margin  of  the  chancre,  a  thickness  and  elongation 
of  the  papillae  which  are,  however,  thinned  over  the  excoriation. 
Finally,  the  connective  tissue  of  the  derm  is  thickened  and  indurated 
thi'oughout  the  region  t. 

If,  instead  of  examining  a  vertical  section,  the  chancre  be  examined 
from  the  surface,  a  circular  area  is  observed,  the  centre  of  which  is 
more  or  less  excavated,  the  mai'gins,  formed  by  the  elevation  of  the 
epidermic  and  papillary  layers,  being  prominent.  The  epidermic 
layers  gradually  thinning  from  the  healthy  parts  to  the  centre  of  the 
chancre  form  for  it  a  border  similar  to  a  soft  corn  on  the  foot. 

A  chancre  presents  for  examination  the  secretion  found  upon  its 
surface,  the  epidermic  layer  and  the  false  membrane  covering  it,  and 
finally  the  lesions  of  the  dermo-papillary  indurated  tissue. 

The  chancres  which  may  best  be  studied,  and  those  most  usually 
observed,  are  generally  seated  upon  the  skin  or  near  muco-cutaneous 
junctions — on  the  vulva,  glans,  prepuce,  lips,  tongue,  etc. — that  is 
upon  a  membrane  analogous  to  the  skin,  covered  with  thick  layers  of 
pavement  epithelium,  and  possessing  a  papillary  chorion.  Therefore 
the  type  of  our  description  relates  to  a  membrane,  cutaneous  or 
mucous,  consisting  of  a  papillary  layer  and  an  epithelial  covering, 
the  latter  formed  of  a  rete  mucosum  and  a  superficial  epidermic  or 
corneous  layer.  The  pathological  alterations  of  these  difi'erent  layers 
will  be  first  described,  and  afterwards  the  lesions  of  the  appendages 
of  the  skin,  hair,  glands,  etc. 

The  scanty  transparent  fluid  found  upon  the  surface  op  the 
CHANCRE  contains  quite  a  number  of  elements  which  are: — 

1st.  Pus  corpuscles  or  lymph  cells:  these  more  or  less  gi'anular  or 
atrophied  lymph  cells  are  not  very  numerous.  They  are  contained 
in  a  fluid  which  presents  minute  granules,  and  which  is  partly  coagu- 
lated by  the  action  of  dilute  alcohol,  so  that  the  cells,  possessing  one 
or  two  nuclei,  and  a  clear  protoplasm,  are  frequently  surrounded  by  a 
granular  substance,  which  latter  appears  more  solid  than  the  proto- 
plasm, ffl.  Fig.  2. 

2d.  Fine,  albuminous,  or  fatty  granules,  having  Brownian  move- 
ments ;  very  small  spores  separate  or  forming  rows,  rod-shaped  bac- 
teria, etc.  These  several  productions,  vegetable  or  vibriones,  are 
especially  numerous  the  day  the  patients  come  into  the  hospitals, 
before  they  have  had  a  bath  or  previous  to  the  lesions  being  treated 
with  local  medication. 


DIPHTIIERITIC  FALSE  MEMBRANE  OF  CHANCRE. 


46 


3d.  Corneous  cells,./',  Fig.  2,  and  cells  of  the  rete  mucosum,  d,  Fig. 
2,  undergoing  destruction;  they  are  not  numerous:  some  of  them  are 
reduced  to  an  elongated  nucleus,  more  or  less  atrophied,  which  is 
surrounded  by  the  very  fine  granular  ddbris  of  the  cellular  mem- 


Fig.  2. 


Elements  from  the  surface  of  a  chancre,  a.  Pas  corpuscles  with  amorphous  granular  matter 
surrounding  them.  J,  c.  Atrophying  epidermic  cells,  d.  Cells  of  the  rete  mucosum.  /.  Corne- 
ous cells.    X  300. 

brane,  so  that  the  whole  is  moved  by  the  movements  of  the  fluid  of 
the  preparation,  and  presents  an  elongated,  thin,  shrunken  nucleus, 
surrounded  by  irregular  lines  formed  by  an  extremely  fine  collection 
of  granules. 

Diphtheritic  False  Membrane. — This  membrane  may  be  removed 
by  scraping  with  a  bistoury,  which  always  causes  a  slight  bleeding  of 
the  eroded  surface.  It  is  gray  or  yellow,  saturated  with  fluid,  and, 
by  teasing  a  small  fragment  with  needles,  in  water,  we  obtain  a  liquid 
containing  cellular  elements.  These  elements  are  numerous  lymph 
cells,  corneous  and  spinous  epithelial  cells.  The  teasing  is  done  in  a 
drop  of  water,  or  in  diluted  alcohol,  after  Avhich  we  add  a  drop  of 
picro-carmine  in  order  better  to  see  the  minute  details  of  the  prepa- 
ration. The  lymph  cells  are  seen  with  all  their  characteristics,  some 
small,  containing  only  a  single  nucleus,  others  larger,  with  their 
nuclei  branching ;  occasionally  they  present  amoeboid  movements. 
The  separated  and  free  epithelial  cells  in  the  fluid  are  sometimes 
those  of  the  corneous  layer,  thin,  atrophied,  folded,  with  their  nucleus 
elongated  and  shrunken;  sometimes  thicker  cells  with  irregular  pro- 
longations and  facets ;  sometimes  spinous  cells  of  the  rete  mucosum, 
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united  or  separate,  with  their  oval  nucleus.  Also  at  times  are  found 
among  these  isolated  elements  large  epidermic  spherical  cells,  the 
colloid  protoplasm  of  which  takes  the  picro-carmine  staining,  and 
which  are  analogous  to  the  cells  found  in  the  false  membranes  of 
diphtheritic  angina. 

When  the  false  membrane  is  dissected  with  needles,  it  is  found  to 
be  torn  with  difficulty,  and  is  elastic  as  well  as  resisting.  All  its 
elements  cannot  be  separated,  even  after  it  has  macerated  for  some 
time  in  diluted  alcohol.  The  membrane,  when  all  the  pus  corpuscles 
and  epidei'mic  cells  are  removed  from  it,  consists  of  a  dense  felt-like 
mass  of  fibrils.  At  the  edges  of  very  small  fragments,  obtained  by 
teasing,  the  fibrils  are  seen  to  divide  and  sub-divide  into  short  branch- 
ing prolongations,  resembling  stag's  horns;  sometimes  a  microscopic 
fragment  of  the  membrane  shows  several  of  these  prolongations  arising 
from  a  common  centre,  where  is  found  an  oval  nucleus,  and  giving 
the  impression  that  the  cells  have  undergone  the  special  alteration  of 
pharyngeal  diphtheria.  The  difficulty  met  with  in  isolating  these 
filaments  is  such,  that  we  cannot  affirm  the  membrane  to  be  entirely 
a  product  of  the  epidermic  cells.  The  filaments  are  readily  stained 
by  carmine:  lymph  cells  are  frequently  found  in  the  meshes  formed 
by  their  interlacing. 

Figure  3  represents  two  fragments  of  false  membrane  obtained  by 
teasing.    There  are  seen  the  trabeculse,  which  are  quite  thick,  termi- 


ng. 3. 


FragmentR  of  fiilso  membrane  from  a  chancre,  obtained  by  teasing,  t.  Trabeculio  which  form 
spaces,  n,  by  interlacing,  and  terminate  iu  dcudritic  lilameuts,  and  short  prolongations  resembling  a 
stag's  horn.  a.  Epithelial  coll  with  uumcrons  processes,  it  has  retained  its  oval  nucleus.  X  200. 

nating  by  filaments  of  various  shapes  and  in  short  processes.  These 
trabeculse  have  between  them  spaces,  c,  Avhich  often  contain  lymph 
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cells.  At  a  is  seen  a  cell  with  multiple  prolongations  •which  retains 
its  oval  nucleus. 

A  drop  of  crystallizable  acetic  acid,  placed  under  the  thin  glass 
cover,  immediately  swells  and  dims  the  filaments,  so  that  we  see  in 
their  place  a  pale  and  transpai-ent  substance,  in  the  midst  of  which 
exist  oval  and  small  nuclei  becoming  very  distinct.  This  reticulated 
substance  acts  with  acetic  acid  in  the  same  manner  as  fibrin.  What- 
ever may  be  the  chemical  natui-e  of  this  membrane,  and  we  are 
uncertain  upon  this  point,  it  certainly  has  a  great  analogy  to  the 
diphtheritic  false  membrane  of  the  pharynx  and  larynx. 

[The  diphtheritic  membrane  of  chancre  is  described  by  Clerc 
(quoted  by  Bumstead)  as  "  a  kind  of  false  membrane,  presenting 
some  resemblance  to  the  diphtheritic  patches  which  characterize  certain 
forms  of  syphilitic  symptoms  affecting  mucous  membranes.  It  usually 
occupies  only  the  centre  of  the  chancre,  its  edges  shade  off  into  the 
reddish  circumference,  it  is  of  a  translucent  slightly  greenish  and 
pultaceous  appearance,  unlike  the  dull  or  yellowish-gray  membrane 
w^hich  covers  the  whole  surface  of  a  chancroid.  Clerc  believes  that 
this  diphtheritic  layer  is  a  constant  feature  of  a  chancre  during  the 
early  stage  of  its  existence."  There  can  be  no  doubt  of  its  great 
frequency,  the  reasons  for  which  are  here  made  evident  by  Cornil's 
excellent  description  of  its  anatomy.] 

This  completes  the  microscopical  examination  of  the  fluid  and  free 
elements  upon  the  surface  of  the  chancre,  and  also  of  the  false  mem- 
brane which  covers  it.  We  now  pass  to  the  detailed  examination  of 
preparations  obtained  by  making  thin  sections  of  chancres  which  have 
been  removed. 

In  order  to  obtain  these  preparations,  the  removed  part,  that  is 
the  entire  chancre  with  the  healthy  skin  or  mucous  membrane  sur- 
rounding it,  is  placed  either  in  alcohol  or  in  osmic  acid,  in  order  to 
fix  the  elements,  then  it  is  macerated  for  twenty-four  hours  in  picric 
acid  or  MuUer's  fluid,  or  bi-cbromate  of  ammonium;  then  placed  in  a 
solution  of  gum,  and  finally  in  alcohol,  until  it  is  sufficiently  hard. 
Thin  sections  are  made,  stained  with  picro-carraine  and  mounted  in 
glycerine. 

Sections,  passing  through  the  large  axis  of  the  chancre,  show,  with 
low  power,  the  entire  chancre. 

Figure  4  represents  a  chancre  removed  from  the  labium  majorum, 
and  magnified  fifteen  diameters.  In  this  figure,  which  is  very  correctly 
drawn  by  means  of  the  camera  lucida,  it  is  seen  that  the  two  layers  of 
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the  normal  epidevm,  e,  over  the  healthy  portion  of  the  skin,  is  thick- 
ened at  m,  where  the  elevated  margin  of  the  chancre  begins ;  at  the 
same  time  the  papilla},^  j;,  become  very  much  elongated  and  thickened 
in  the  whole  circumference  of  the  chancre.  In  the  central  part  of 
the  chancre,  at  n,  the  epidermic  layer  is  much  thinned  and  reduced 
to  the  rete  mucosum,  but  remains,  however,  as  a  distinct  layer.  At 
d  the  epidermic  layers  and  swollen  papillge  appear  newly  formed. 
All  the  connective  tissue  traversing  this  i-egion  between  the  smooth 
muscular  fibres  is  sclerosed,  and  it  is  easily  seen,  even  with  this  low 
power,  that  the  coats  of  the  arteries,  a  a,  and  all  the  vessels  are  enor- 
mously hypertrophied.  In  this  preparation  are  very  distinctly  seen 
the  hairs,  t,  b,  and  their  glands;  also  the  sudorific  glands,  s. 

In  every  preparation  of  chancre  there  are  observed,  as  constant  le- 
sions, changes  in  the  cells  of  the  epidermic  covering,  a  papillary  hyper- 
trophy at  the  margins  of  the  chancre,  and  in  all  the  subjacent  con- 
nective tissue  an  infiltration  of  the  papillary  network  and  of  the  derm 
by  embryonic  cells — an  inflammation  with  exudation.  The  fixed  con- 
nective-tissue cells,  and  the  flat  cells,  between  the  fasciculi  of  fibres, 
are  swollen  and  proliferating.  The  vascular  coats,  especially  the 
tunica  adventitia  of  the  arterioles  and  venules,  are  inflamed  and  thick- 
ened. The  fasciculi  of  fibres  of  the  connective  tissue  are  well  pre- 
served, perhaps  even  thickened,  from  which  result  the  special  indura- 
tion and  resistance  of  the  derm. 

The  general  disposition  of  all  the  lesions  in  a  chancre  having  been 
described,  we  are  now  ready  to  study  more  minutely  the  modifica- 
tions of  each  part.  Close  attention  to  all  the  histological  details, 
notwithstanding  their  length,  is  necessary,  to  thoroughly  comprehend 
the  subject.  If  a  knowledge  of  only  its  external  characters  be  desired, 
it  is  sufficient  to  examine  a  chancre  moulded  in  wax ;  but,  in  order  to 
see  what  is  beneath  the  surface,  in  order  to  study  the  lesions  in  detail, 
we  must  have  recourse  to  histology. 

Altrkations  of  the  EpiDERMrc  Layers. — The  layers  of  the  epi- 
dermis are  three  in  number, — the  corneous,  the  granular,  or  inter- 
mediate, and  the  Malpighian,  or  rete  mucosum. 

The  superficial  lamellae  of  the  corneous  layer  differ  but  little,  or 
not  at  all,  from  the  normal.  They  are  simply  elevated,  and  t!;ieir 
layers  are  separated  by  the  changes  in  the  deeper  corneous  layers, 
where  Ave  frequently  find  cavities  containing  lymph  cells,  or  an  in- 
4 
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■filtration  of  lymph  cells  interposed  between  the  rows  of  epidermic 
cells. 

The  cells  of  the  deeper  corneous  layer,  or  of  the  granular  layer, 
present  a  small  cavity,  which  is  hollowed  around  the  nucleus  of  the 
cell,  between  the  nucleus  and  the  solid  part  of  the  cell  (Fig.  5). 
The  nucleus  may  be  atrophied  and  flattened ;  the  cavity  formed  in 
the  middle  of  the  cell  contains,  with  the  atrophied  nucleus,  a  few 
granules ;  at  other  times  the  nucleus  is  large  and  budding,  or  the 
cavity  may  contain  tAvo  or  three  round  and  granular  nuclei. 


Schematic  drawing  of  the  cliaiigos  in  the  epidermis,  after  Leloir. 

Very  thin  sections  of  the  epidermis  changed  in  this  manner,  some- 
times show  the  cavities  empty  (a.  Fig.  6)  ;  the  nuclei  having. been 
washed  out  by  the  fluid  used  in  preparing  the  specimen  ;  and  the  nuclei 
are  found  at  times  lying  across  the  trabeculse,  as  occurs,  for  example, 
in  preparations  of  cartilage. 
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When  several  neigliboving  cells  undergo  this  lesion  they  are  seen 
as  a  number  of  cavities,  limited  by  a  more  or  less  thin  border,  which 
is  the  remains  of  their  solid  substance.  Leloir,  who  was  the  first  to 
describe,  and  explain  this  formation  of  cavities  to  the  Society  of 
Biology,^  from  some  sections  of  syphilitic  vegetations  that  we  had 
examined  together,  has  compared  the  appearance  of  the  excavated 
epidermic  cells  to  that  of  vegetable  cejls.  The  comparison  is  very 
just,  and  there  exists  a  great  resemblance  between  epidermic  tissue 
changed  in  this  way  and  vegetable  tissue.  The  solid  protoplasm  of 
the  cell  forms  the  thin  membrane  of  a  cavity  containing  one  or  more 
round  and  granular  elements  (b,  g,  Fig.  5).  Alongside  of  these 
cells  are  found  larger  cavities,  containing  a  greater  number  of  pus 
corpuscles  (cZ,  Fig.  5).  This  would  lead  to  the  belief  that  these 
larger  cavities  are  the  result  of  the  opening  of  the  excavated  cells  into 
one  another.  Indeed,  quite  often  a  reticulum  is  seen,  formed  by  the 
cell  walls,  traversing  a  cavity  filled  with  pus  corpuscles;  the  reticu- 
lum and  cavities  are  similar  to  those  I  had  previously  described  in 
variolous  pustules.  From  the  walls  of  these  cavities  arise  incomplete 
partitions,  which  are  the  remains  of  walls  of  smaller  cellular  cavities. 

Figure  6  is  a  section  of  the  corneous  layer  and  rete  mucosum  in  the 
proximity  of  a  hair  from  the  surface  of  an  indurated  chancre,  magni- 
fied 150  diameters.  The  cells  upon  the  surface  at  a,  are  raised  and 
desquamating,  at  b  they  form  a  compact  layer,  beneath  which  we  see 
numerous  excavated  corneous  cells,  c,  and  large  cavities,  d,  filled 
with  pus  corpuscles.  The  net-work  of  trabeculse,  which  separates 
these  cavities,  is  formed  by  corneous  cells,  and  the  walls  of  excavated 
cells  opening  into  one  another.  The  corneous  layer  stops  at  m.  Be- 
neath this  the  granular  layer  presents  a  few  cells,  in  Avhich  is  seen  a 
cavity  around  a  nucleus  at^.  The  rete  mucosum,  which  is  extremely 
thick,  also  shows  excavated  cells,  r,  and  cavities  filled  with  pus,  n. 
Upon  the  surface  of  the  corneous  layer  are  seen,  at  s,  a  few  nuclei 
and  atrophied  cells  surrounded  by  a  delicate  net-work  of  fibrils  and 
granules.  At  other  parts  of  the  surface  of  the  chancre,  are  seen  pus 
corpuscles  dissociating  and  separating  the  layers  of  the  corneous  epi- 
dermis. 

From  this  description,  it  is  seen  that  the  superficial  and  interme- 
diate layers  of  the  cutaneous  epidermis,  are,  at  the  chancre,  the  seat 
of  a  true  infiltration  of  lymph  cells.    It  may  also  occur  in  the  rete 


1  Gazette  Mddicalo,  Nos.,  18  iincl  24,  1878. 
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raucosura,  but  in  this  region  the  excavated  cells  and  collections  of  pus 
corpuscles  are  seldom  seen,  although,  on  the  contrary,  they  are  very 
frequently  met  with  in  the  superficial  layers. 

This  kind  of  inflammation  of  the  epidermic  cells  is  not  peculiar 
to  chancre ;  mucous  patches,  vegetations,  and  cutaneous  syphilides 
usually  present  the  same  lesions  when  they  are  moist  upon  their 
surfaces,  or  when  they  are  erosive  or  squamous. 


Section  of  the  snperflcial  epidermic  layers  near  a  hair  follicle  upon  the  surface  of  an  indurated 
chancre.  &.  Corneous  epidermic  layer,  a.  Cells  which  have  become  detached  from  the  surface, 
c.  Cavity  excavated  in  a  cell.  d.  Larger  cavities  filled  with  pus  corpuscles,  r.  Cell  of  the  granular 
layer,  m,  with  a  cavity  in  which  exists  the  nucleus.  In  the  rete  mucosum,  there  also  are  seen 
cells  with  cavities,  and  small  cavities,  n,  filled  with  pus  corpuscles.  Upon  the  surface  of  the 
chancre  are  seen,  at  atrophied  and  granular  epidermic  cells  similar  to  those  which  are  repre- 
sented at  6,  Fig.  2.    X  150. 

Similar  lesions  are  also  found  in  all  inflammations  of  the  skin. 
They  are  also  notably  found  in  tumors  which  include  the  derm,  and 
which  cause  an  irritation  of  the  cutaneous  surface.  Further  on,  these 
lesions  will  be  considered  in  connection  with  mucous  patches  and 
syphilides,  in  order  to  explain  the  process  of  desquamation  and  super- 
ficial erosion  or  scabby  suppuration,  without  there  being  any  notable 
loss  of  substance  of  the  epidermic  layers.  But  for  the  present,  we 
will  endeavor  to  ascertain  how  it  is  that  pus  corpuscles  are  met  with 
in  the  epidermis. 

There  are  two  hypotheses:  A.  The  corpuscles  come  from  the 
vessels  of  the  papillae  by  emigration,  pass  between  the  cells  of  the 
rete  mucosum,  and  collect  in  small  groups  in  the  different  layers  of 
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the  epidermis.  Many  pathologists,  indeed,  think  that  superficial  in- 
flammations of  the  mucous  membranes  occur  in  this  manner,  and 
Auspitz  and  Unna,  who  have  described  these  small  collections  of  pus 
in  the  epidermic  layers,  where  a  chancre  exists,  do  not  hesitate  to 
believe  that  the  cells  come  from  the  papillary  vessels,  separate  the 
epithelial  cells,  and  form  collections  between  them.  According  to 
these  writers,  the  walls  of  the  pus-containing-cavities,  are  simply  formed 
of  epidermic  cells  pushed  aside  and  flattened  by  pressure. 

This  view  of  the  pi'ocess  may  also  be  svistained  by  what  sometimes 
occurs  in  the  indurated  chancre,  as  pointed  out  by  Ordonez,  viz.,  a 
slight  escape  of  blood  between  the  papillae  and  rete  mucosum,  at  which 
time  there  would  also  be  an  escape  of  white  corpuscles,  which  would 
afterwards  pass  towards  the  exterior.  On  the  other  hand,  in  our 
preparations  it  was  always  found  that  the  corneous  layer  was  the  seat 
of  pus  ;  that  there  were  here  numerous  excavated  cells,  and  cavities 
containing  pus,  while  in  the  rete  mucosum  pus  corpuscles  were  fewer 
in  number  and  more  seldom  seen.  It  may  be  said,  that  the  lymph 
cells  pass  out  of  the  vessels,  then  readily  into  the  rete  mucosum,  the 
cells  of  which  are  soft,  and  are  afterwards  pushed  towards  the  cutane- 
ous surface,  accumulating  in  the  corneous  layer  where  the  resistance 
is  greater.  The  pus  corpuscles  are  arrested  under  the  epidermis 
penetrating  it  only  with  difiiculty. 

But,  in  every  case,  there  should  be  found  numerous  lymph  cells, 
between  the  cells  of  the  rete  mucosum,  and  this  is  precisely  what  does 
not  take  place.  Again,  when  there  exist  small  cavities  filled  with 
pus,  there  are  always  found  alongside  of  them  excavated  epidermic 
cells,  so  that  these  two  lesions  appear  to  us  the  two  phases  of  the 
same  process. 

Therefore,  we  are  much  inclined  to  admit  the  second  hypothesis,  5, 
that  the  pus  corpuscles  are  formed  in  the  excavated  epidermic  cells 
by  division  of  the  pre-existing  nuclei  and  by  an  endogenous  genera- 
tion. The  nutrient  material  comes  from  the  blood  plasma  by  imbibi- 
tion, determining  an  exaggerated  nutrition  of  the  nucleus,  Avhich  then 
divides ;  each  division  is  surrounded  by  a  small  quantity  of  proto- 
plasmic substance,  which  is  also  furnished  by  the  blood  plasma.  Fig. 
7  is  a  representation  of  this  process,  and  is  a  very  exact  drawing 
from  a  preparation  of  a  mucous  patch  situated  on  the  tonsil.  The 
thin  section  of  the  superficial  layer  of  the  epithelium  shows  a  few 
cells  which  are  excavated,  forming  cavities  ;  those  at  a  are  empty;  at 
&,  they  have  a  round  nucleus;  at  c,  a  larger  cavity  containing  several 


54 


SYPHILIS. 


spherical  cells  Avhich  are  pus  corpuscles.  The  substance  between  the 
cavities  consists  of  the  solid  protoplasm  of  the  cells,  between  which 
are  even  seen  their  indentations  and  the  uniting  substance. 


Section  from  the  superficial  part  of  a  mucous  patch  seated  on  the  tonsil,  a.  Excayated  epi- 
thelial cell.  6.  An  excavated  cell  having  a  free  nucleus  in  its  centre,  c.  Excavated  cell  contain- 
ing several  pus  corpuscles,  e.  Larger  cavity  with  a  projection,  d.  Similar  projections  formed 
by  the  destruction  of  the  walls  of  the  cells  and  transforming  them  into  a  single  cavity.   X  300. 


Without  wishing  to  deny  absolutely  that  the  white  corpuscles  pass 
out  of  the  vessels,  and,  not  being  able  to  penetrate  the  epidermic 
layers,  are  collected  in  groups  in  the  corneous  epidermis,  we  believe 
that  the  endogenous  generation  plays  a  no  less  important  part  in  the 
phenomena  that  we  have  been  describing. 

It  has  previously  been  mentioned  that  at  the  margins  of  the  chancre, 
and  even  upon  the  surface,  in  many  cases,  the  rete  mucosum  was  pre- 
served and  increased  in  thickness. 

Ordonez,  a  very  conscientious  observer,  whose  scientific  labors  have 
prematurely  terminated,  has  satisfactorily  demonstrated  the  fact,  that 
the  epidermis  is  preserved  and  the  rete  mucosum  thickened  over  a 
chancre.^  He  says  the  cells  of  the  rete  mucosum  send  out  prolonga- 
tions which  penetrate  between  the  papillje.  Auspitz  and  Unna  also 
insist  upon  this  new  formation  of  cells  of  the  rete  mucosum,  and  upon 
their  penetrating  deeply  into  the  papillary  layer.  We  think  it  is  more 
correct  to  say,  that  it  is  the  papillae  of  the  derm,  which  in  the  chancre 
are  constituted  of  embryonal  tissue,  infiltrated  with  young  cells,  which 
bud  and  elongate,  while  at  the  same  time  they  are  swollen  by  the 
formative  inflammation  of  their  tissue.  From  this  swelling  and  hy- 
pertrophy of  the  papillae,  the  cells  of  the  rete  mucosum,  between  the 


Fig.  7. 


'  Martin  and  Belhomme,  Trait6  de  la  syphilis. 
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primary  elongated  papillae,  are  also  elongated  and  extend  more  deeply 
than  in  their  normal  condition. 

When  the  superficial  layers  of  the  corneous  epidermis  are  detached 
and  destroyed,  in  what  is  termed  chancrous  erosion,  the  rete  mucosum 
is  alone  retained  at  the  central  portion.  The  cells  of  the  rete  muco- 
sum may  be  partly  or  entirely  disintegrated,  and  are  now  replaced  by 
lymph  cells  or  pus  corpuscles,  and  by  the  false  membrane  which  has 
been  previously  described.  In  a  thin  section  made  vertical  to  the 
surface,  after  hardening  the  chancre,  this  false  membrane  presents  a 
homogeneous  finely  granular  structure,  separating  the  lymph  cells. 
There  are  almost  always  found  a  few  lamellte  of  corneous  cells,  or 
cells  of  the  rete  mucosum  in  the  false  membrane  upon  the  surface  of 
the  chancre. 

Lesions  of  the  Connective  Tissue. — The  lesions  of  the  dermo- 
papillary  connective  tissue  are  most  important  in  the  chancre,  for 
this  tissue  appears  to  be  affected  very  early;  there  is  usually  found, 
first,  a  papule — which  is  an  elevation  due  to  a  thickening  of  the 
papillary  layer. 

Some  twenty  years  ago  C.  Robin,  after  having  examined  indurated 
chancres,  announced  the  results  of  his  investigations,  according  to 
which  the  induration  was  formed  almost  entirely  of  fibro-plastic  ele- 
ments.^ Later  he  gave  a  more  detailed  description,  quoted  in  the 
lectures  of  Ricord  on  chancre.^  According  to  Robin  the  indurated 
tissue  consists  of  a  framework  of  fibres  of  cellular  tissue,  and  elas- 
tic fibres,  between  which  are  found  an  amorphous  substance,  fibro- 
plastic cells  and  nuclei,  and  lymph  cells  (^cytohlastions) .  These 
terms  will  be  explained  further  on.  Virchow,  some  time  after,  pub- 
lished in  several  papers,'  and  in  his  book  upon  constitutional  syphilis,* 
a  description  of  chancre,  which  latter  he  considered  as  a  hyperplasia 
of  the  cellular  tissue,  and  which  he  anatomically  compares  to  gummata 
of  the  tertiary  period.  In  this  work  Virchow  gives  an  anatomical  de- 
scription of  gummata,  and  visceral  syphilis,  Avhich  has  been  the  origin 
and  foundation  of  all  works  since  published  upon  this  subject. 

In  order  to  study  the  indurated  connective  tissue  at  the  base  of  a 

'  M6moii-e  pr^3ont6  &,  1'  Acaflnmie  des  sciences,  sdance  (In  2  Novombre,  1846. 
^  Letjons  sur  le  chancre,  recueillies  et  publieea  par  A.  Foiiriiier,  p.  131. 
'  Virchow.    Tageblatt  tier  Naturforscher-Versammlung.    Tubingen,  853,  No.  6, 
p.  63.    Virchow's  Archiv,  t.  xv.  p.  326. 

*  La  syphilis  constitutionnolle,  traduction  de  P.  Picard,  Paris,  1860. 
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chancre,  it  should  first  be  examined  in  the  fresh  state,  immediately 
after  removal.  Fragments  of  the  tissue  taken  from  the  indurated 
base,  and  teased  in  diluted  alcohol,  show  the  fasciculi  of  the  connec- 
tive tissue,  which  are  preserved  intact,  and  the  fibrils  of  which  are 
united  together ;  free  cells  are  also  observed  in  the  fluid.  These 
cells  are  small  lymph  cells  possessing  a  single  nucleus,  and  are  very 
numerous  (^cytohlastions  of  Robin),  or  larger  lymph  cells,  such  as 
are  met  with  in  all  inflammations.  At  the  period  of  absorption  of  the 
chancre,  many  of  these  cells  contain  fine  fatty  granules.  The  other 
cellular  elements  are  the  flat  or  fixed  cells  of  the  connective  tissue,  the 
nuclei  of  which  have  become  larger,  while  the  protoplasm  is  granular 
and  swollen   fibro-jjlastio  cells  of  Robin). 

In  thin  sections  of  the  dermo-papillary  tissue,  the  arrangement  of 
the  connective-tissue  fibres  and  the  cells  interposed  between  them  is 
very  Avell  seen. 

Thus  in  Figure  8  is  seen  a  capillary,  j),  the  lumen  of  which  contains 
lymph  cells,  a,  and  an  endothelial  cell,  h.  Around  this  capillary  the 
fibres  of  the  connective  tissue,/,  are  separated  by  rows  of  lymph 
cells,  d,  and  by  a  few  fixed  connective-tissue  cells,  h.    In  the  tissue 


Fig.  8. 


Connoctivo  tissue  of  an  indurated  chancre,  a.  Capillary  vessel  with  its  wall.iJ,  and  an 
endothelial  cell,  b.  f.  Fibres  of  connective  tissue  separated  by  flat  connective-tissue  cells,  ft,  and 
round  lymph  cells,  d.    X  200. 

of  the  papillse,  and  in  the  superficial  dermal  tissue,  the  fibi'es  are  a 
little  thickened,  but  in  the  deep  connective  tissue  of  the  derm  many 
fasciculi  of  its  fibres  have  retained  their  normal  size,  and  are  also 
separated  by  small  round  cells,  while  the  fixed  connective-tissue  cells 
are  swollen.  The  adipose  tissue  also  presents,  in  the  deep  layer  of 
the  skin,  a  new  formation  of  elements,  so  that  each  adipose  cell  is 
transformed  into  a  nest  of  small  cells  or  is  surrounded  by  these  ele- 
ments, as  occurs  in  every  inflammation  of  this  tissue. 

Besides  these  lesions,  common  to  all  inflammations  of  the  skin,  a 
special  alteration  is  always  met  with  in  the  indurated  chancre,  which 
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•was  first  described  some  years  ago  in  Germany;  it  is  a  sclerosed  in- 
flammatory thielcening  of  the  coats  of  the  arterial  and  venous  vessels 
occurring,  particularly  in  their  external  coat  or  tunic  adventitia. 

The  arterioles  of  the  dermic  tissue,  for  example,  when  transverse 
sections  of  them  are  examined,  show  a  thickening  of  their  coats  two 
or  three  times  greater  than  normal. 

Figure  9  shows  a  section  of  an  arteriole  magnified  100  diameters. 
The  internal  coat — the  part  included  between  the  internal  elastic 
layer,  I,  and  the  lumen  of  the  vessel,  i — is  a  little  thicker  than  normal. 
The  lumen  of  the  vessel  is  somewhat  contracted,  and  filled  with  lymph 
cells,  endothelial  cells,  and  fibrine.  The  muscular  coat — the  part 
included  between  the  letters  I  and  m — is  not  hypertrophied.  But  all 
that  part  external  to  the  middle  coat,  from  m  to  e,  is  considerably  in- 
creased in  thickness  and  infiltrated  with  cells  between  the  fibrils  of 
the  connective  tissue.  The  neighboring  connective  tissue  is  also  in- 
filtrated, so  that  the  whole  vessel  is  surrounded  by  a  considerable 
zone  of  inflammation. 


Fig.  9. 


* 


Section  of  a  seclerosed  arteriolo  from  the  base  of  nn  indurated  chancre,  i.  Internal  Ijoundary 
of  the  intornal  inombrano  of  tho  vossol ;  tho  luinoii  of  tlio  artery  is  (lUed  with  endothelial  and 
lyrni/h  cells.  Tho  internal  membrane,  extending  from  i  to  I,  contains  round  cells.  I.  Internal 
elaalic  tnnlc  of  the  middle  coat.  in.  MuHcnlar  layer,  j)-  Much  thiclioued  connective  tissue  of 
the  middle  coat.    n.  Elastic  fibres,    e,  e.  Thlclcenud  connective  tissue  of  tjio  adventitia.    X  100. 

Figure  10  represents  a  section  of  an  arteriole,  much  smaller  than 
the  preceding,  included  in  the  indurated  chancre,  of  which  Figure  23 
is  an  entire  cut.  In  this  figure,  which  is  drawn  with  high  power, 
the  much  conti-acted  lumen  is  filled  with  an  endothelial  cell,  ?»,  and 
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some  lymph  cells,  a.  The  elastic  membi*ane,/,  forms  a  circle  around 
the  lumen  of  the  vessel,  and  sends  prolongations  of  elastic  fibres  to  the 
periphery.  Between  these  fibres,  the  spaces  contain  round  cells  of 
new  formation.  We,  therefore,  find  cells  of  new  formation  in  the 
middle  coat,  b,  in  the  external  fibrous  coat,  e,  and  numerous  round 
cells  surrounding  the  latter. 


"Fig.  10. 


Section  of  an  arteriole  from  the  same  chancre  as  Fig.  23.  t.  A  fasciculus  of  connective  tissue 
alongside  of  the  arteriole,  e.  Its  external  coat  6.  Its  muscular  coat.  /.  Elastic  fibres,  a. 
Lumen  filled  with  lymph  cells,  m.  An  endothelial  cell  over  which  passes  an  elastic  fibre,  c. 
Lymph  cells  situated  around  the  external  coat.    X  200. 

The  veins  present  a  similar  modification,  only  more  apparent,  and 
more  unlike  the  normal  state,  since  normally,  as  a  rule,  the  wall  of 
the  vein  is  thinner,  and  its  calibre  has  the  shape  of  an  oval  opening, 
when  seen  in  transverse  section.  In  a  chancre,  on  the  contrary,  a 
section  of  the  lumen  of  a  vein  is  circular,  its  wall  is  greatly  thickened, 
especially  the  external  coat,  and  it  has  become  thick  and  rigid  as  an 
artery.  The  veins  are  readily  distinguished  from  the  arteries  by  the 
absence  of  the  elastic  coat,  which  is  represented  at  I,  Figure  9.  The 
tunica  adventitia  of  the  veins  is  infiltrated  with  small  cells. 

Figure  11  represents  a  section  of  a  vein  situated  in  the  sub-dermic 
connective  tissue  of  a  chancre  ;  it  is  seen  that  the  calibre  of  the  vein 
is  round  like  that  of  an  artery  and  its  coats,  particularly  the  tunica 
adventitia,  are  considerably  thickened,  and,  together  with  the  peri- 
vascular connective  tissue,  are  infiltrated  with  round  cells. 

Figure  12,  obtained  from  the  chancre  represented  in  Figure  23,  is 
a  very  good  example  of  inflammation  of  small  veins.  The  four  small 
vessels,  which  are  here  drawn  magnified  200  diameters,  possess  very 
small  circular  openings  filled  with  lymph  cells.   All  the  coats  contain 


VENOUS  SCLEROSIS  OP  CHANCRE. 


69 


round  or  flat  cells  of  new  formation,  and  the  peripheral  tissue  is  infil- 
trated with  numerous  round  cells. 


Fig.  11. 


Section  of  an  inflamed  veia  within  the  indurated  part  of  a  chancre,  a.  Central  lumen  of  the 
vein  filled  with  lymph  cells  and  fibrin.  6.  Middle  coat.  t.  Connective  tissue  of  the  adventitia. 
c.  Capillary  vessels,    g,  g.  Adipose  vesicles.    X  120. 


Fig.  12. 


Section  of  several  vessels  in  the  indurated  tissue  of  the  chancre  represented  in  Fig.  23.  a. 
Lumen  of  vessels  filled  with  lymph  colls,  endothelium,  and  considorahly  contracted,  duo  to  the 
thicliness  of  their  walls,  c.  Peripheral  connective  tissue  of  the  vessels  infiltrated  with  small 
round  cells,   e.  External  coat  of  the  vessels,    t.  Muscular  coat.    i.  Internal  coat.    X  200. 


In  all  the  figures  where  are  shown  sections  of  an  indurated  chancre 
with  low  power,  in  Figures  4,  19,  20,  21,  22,  and  23 — whether  the 
chancre  is  fully  developed,  as  in  Figure  4 ;  ulcerated,  as  in  Figures 
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19,  22,  and  23 ;  or  cicatrizfid,  as  in  Figures  20  and  21 — it  is  always 
possible  to  see,  even  with  very  low  power,  from  6  to  12  diameters,  the 
thickness  of  the  walls  of  the  vessels,  and  their  inflammatory  condition 
in  the  indurated  portion  of  the  chancre. 

In  every  chancre,  the  small  arterioles  and  venules  undergo  the 
same  changes.  Thus  when  preparations  of  indurated  chancres  are  ex- 
amined with  a  power  of  50  to  80  diameters,  the  capillary  vessels  in 
connection  with  the  adjacent  sclerosed  tissue  are  seen,  increased  in 
size  by  evident  ridges,  and  suri'ounded  by  an  accumulation  of  elements, 
such  as  are  observed  in  chronic  cirrhoses  of  the  liver. 

The  capillaries  of  the  papillae,  however,  are  fr6quently  dilated  be- 
neath the  false  membrane,  and  at  the  central  ulcerated  part  of  the 
chancre,  but  their  walls  are  not  thickened.  In  these  cases,  when  thin 
sections  are  examined,  the  capillaries  are  found  filled  with  red  and 
white  blood-corpuscles.  This  dilatation  occasionally  coincides  with 
extravasations  of  red  and  white  blood-corpuscles  around  the  vessels. 
It  also  accounts  for  the  facility  with  which  the  surface  of  a  chancre 
bleeds,  when  the  false  membrane  which  covers  it  is  removed. 

At  those  parts  where  the  chancre  is  abraded  or  ulcerated,  the  pa- 
pillae are  infiltrated  with  lymph  cells,  which  become  free  upon  the 
surface  of  the  papillae,  where  they  are  in  some  manner  secreted  with 
a  small  quantity  of  fluid  containing  fibrin,  which  comes  from  the  blood, 
as  do  also  the  lymph  cells. 

In  some  chancres,  the  induration  of  which  is  considerable  both  in 
extent  and  density,  the  vessels — veins,  and  arterioles  having  their 
walls  inflamed  and  thickened,  especially  their  internal  coats — are  often 
completely  obstructed,  or  nearly  so,  by  an  accumulation  of  swollen 
endothelial  cells  and  lymph  cells.  When  sections  of  them  are  ex- 
amined, after  the  action  of  coagulating  fluids  employed  to  harden  the 
specimen  (chromic  acid,  Miiller's  fluid,  or  alcohol),  there  is  seen  in 
the  transverse  and  longitudinal  sections  of  the  vessels  a  coagulum  of 
fibrin  inclosing  round  and  endothelial  cells.  Is  the  fibrin  coagulated 
immediately  after  the  death  of  the  part  or  during  life?  We  do  not 
know  :  what  is  certain,  is  that  some  vessels  are  in  places  completely 
filled  by  the  coagulum.  In  the  examinations  of  the  chancre  of  Case 
v.,  we  saw  in  almost  all  the  vessels  within  the  induration,  cells  filling 
their  narrow  lumen,  and,  in  several,  a  fibrinous  coagulum  similar  to 
that  which  is  represented  in  Figures  46,  47,  and  48,  drawings  made 
from  a  cutaneous  gumma.  These  coagula  are  stained  a  very  deep 
orange-red  by  picro-carmine.    Whether  the  fibrin  is  coagulated  before 


INDURATION   OF  CHANCRE. 


61 


or  after  death,  it  is  certain,  that  the  circulation  has  heen  arrested 
more  or  less  completely  in  these  inflamed  vessels,  and  that  the  cellular 
elements  of  the  region  nourished  by  these  vessels  had  to  suffer  in 
their  nutrition. 

This  is,  indeed,  what  takes  place  in  these  cases ;  and  the  round 
or  lymph  cells  of  those  portions  of  the  chancre,  where  the  cir- 
culation is  impeded  or  impossible,  become  granular,  fatty,  or  caseous. 
We  have  only  seen  these  lesions — complete  obliteration  of  some  of  the 
vessels,  caseous  condition  of  the  cells  of  the  central  part  of  the  chancre — 
well  marked  in  one  instance,  that  of  Case  V.  The  seat  of  the  chancre 
is  important  in  explaining  the  inflammation  of  the  internal  coat  of  the 
vessels,  and  their  obliteration.  In  Case  V.  the  chancre  had  involved 
the  fossa  and  prepuce  ;  the  irritation  from  stretching,  which  the  small 
ulcerated  chancre  was  subjected  to  during  very  frequent  erections, 
and  the  tearing  of  the  indurated  tissue,  Avhich  has  resulted,  have 
contributed  to  increase  the  local  inflammation. 

The  sclerosed  thickening  of  the  arterioles  and  venules  is  important, 
not  only  anatomically,  as  an  essential  character  of  chancre,  which  is 
only  very  seldom  found  in  mucous  patches,  and  never  in  any  other 
syphilide  or  nodule,  with  the  exception  of  some  gummata,  but  is  also 
very  important  symptomatically. 

It  is  this  vascular  sclerosis,  in  connection  with  the  complete  general 
preservation  of  the  firm  trabeculse  of  the  derm,  with  the  normal  state 
of  most  of  the  fasciculi  of  the  connective  tissue,  and  of  the  elastic 
tissue,  that  gives  to  the  infecting  chancre  one  of  its  essential  clinical 
characters,  the  induration. 

The  induration  is  sometimes  superficial,  sometimes  deep  and  super- 
ficial. This  depends  upon  the  arrangement  of  the  vessels,  which 
form  on  the  skin  two  horizontal  networks,  one  superficial  beneath 
the  papillae,  the  other  deeper,  made  up  of  larger  vessels,  at  the  base 
of  the  derm.  "When  the  sclerosis  affects  only  the  superficial  vessels, 
we  have  a  superficial  induration.  If  the  sclerosis  has  involved  at 
the  same  time  both  the  superficial  and  deep  vascular  net-works,  the 
intermediate  branches  being  equally  aff'ected,  we  have  a  more  extensive 
hard  nodule,  varying  in  thickness  according  to  the  region  of  the  skin 
involved. 

In  the  first  case  the  induration  is  foliaceous  or  parchment-like  ;  in 
the  second  it  is  ligneous,  and  gives  the  sensation  of  cartilage.  Almost 
always  the  sclerosis  is  continued  along  the  coats  of  the  vessels  further 
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than  the  induration  itself,  beyond  the  limits  of  which  the  vessels, 
whose  walls  are  inflamed,  are  surrounded  with  normal  connective 
tissue,  while  in  the  indurated  portion  this  tissue  is  likewise  inflamed. 

[The  especial  involvement  of  the  walls  of  the  bloodvessels  may  be 
capable  of  explanation  on  the  theory  that  the  poison  of  syphilis  par- 
ticularly aflfects  the  white  blood-cells,  and  is  conveyed  into  the  system 
largely,  if  not  exclusively,  by  them, — a  theory  which  there  are  many 
reasons  for  believing  in,  some  of  which  have  already  been  enumerated. 
The  anaemia  or  leucocythsemia  of  the  early  stages,  the  apparent  im- 
munity of  a  mother  bearing  a  syphilitic  child,  the  absence  of  con- 
tagious property  in  the  physiological  secretions,  are  a  few  of  many 
facts  which  seem  to  show  that  the  action  of  syphilis,  as  far  as  the  blood 
is  concerned,  is  chiefly  expended  upon  the  corpuscular  element,  and 
especially  upon  the  white  blood-cells. 

Now,  in  the  vast  majority  of  cases  of  syphilitic  infection,  the  con- 
taminating agent  is  more  or  less  purulent  and  irritating  in  its  char- 
acter ;  and,  after  its  introduction  beneath  the  superficial  epidermic 
layers,  acts  as  a  foreign  body,  and  sets  up,  at  least  in  a  mild  degree, 
the  initial  processes  of  inflammation.  The  slowing  of  the  blood-cur- 
rent, the  increase  in  number  of  the  white  blood- corpuscles,  their 
adherence  to  the  walls  of  the  vessels,  and  their  partial  or  complete 
penetration  of  the  latter,  are  all  conditions  in  every  way  favorable  to 
the  influence  exerted  upon  them  by  syphilis,  and  which  probably  par- 
tially account  for  the  peculiarly  marked  sclerosis,  which  is  present  in 
the  vascular  walls,  chiefly  in  the  small  vessels,  but  also,  it  seems  pro- 
bable, to  some  extent  in  the  lymphatics.] 

This  induration,  and  sclerosis  of  the  arterial  coats,  this  infiltration 
of  the  connective  tissue  with  cells,  are  lesions  which  do  not  develop 
very  rapidly,  either  in  their  period  of  formation  and  increase,  or 
in  their  period  of  resolution.  This  fact,  taken  in  connection  with  the 
intimate  changes  of  the  tissues  involved,  renders  the  long  duration  of 
a  chancre,  and  the  persistence  of  the  indurated  nodule  when  the  indu- 
ration is  thick  and  considerable,  not  at  all  astonishing. 

The  nerve  fasciculi  which  pass  into  the  indurated  tissue  of  a  chancre, 
and  which  are  surrounded  by  a  connective  tissue  infiltrated  with  small 
round  cells,  are  inflamed  in  their  laminated  sheaths,  the  connective 
tissue  which  accompanies  the  vessels  between  the  nerve  fibres  in  the 
interior  of  the  fasciculi  being  also  inflamed.  Thus,  in  the  examination 
of  a  chancre  removed  by  Mauriac  from  Case  V.,  I  have  been  able  to 
study  transverse  and  longitudinal  sectioiis  of  nerve  fasciculi.  The 
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laminated  sheath  was  separated ;  the  flat  cells  between  the  laminae 
were  larger  and  more  swollen  than  normal,  or  were  replaced  by 
numerous  elongated,  oval,  and  small  cells.  Figure  13  represents  a 
part  of  a  section  of  a  fasciculus  so  altered ;  the  laminte,  m,  I,  of  the 
sheath,  </,  are  separated  by  elongated  or  round  cells,  and  between  the 
nerve  fibres,  are  seen  small  cells.  The  nerve  fibres  themselves,  h,  b, 
are  normal,  and  their  medullary  substance  and  axis  cylinders  are  not 
changed.  In  another  examination  of  a  chancre,  which  had  been 
treated  by  osmic  acid,  immediately  after  its  removal  by  Heurteloup, 
the  nerve  fibres  were  also  normal.  I  should  say,  however,  that  in 
these  examinations,  I  have  not  searched  for  the  ultimate  terminations 
of  the  nerves  in  the  papillae. 


Fig.  13. 


Part  of  a  nerve  fasciculus  found  in  a  chancre,  g.  Bissected  laminated  sheath,  the  lamina;  of 
which,  m,  I,  are  separated  by  round  or  elongated  cells,  o,  6,  b.  Transverse  cuts  of  nerve  fibres. 
X  200. 

The  inflammation,  the  separation  of  the  sheath  of  the  nerve  fas- 
ciculi by  cells  of  new  formation,  in  the  tissue  of  the  chancre,  is  not 
accompanied  with  pain.  The  chancre  from  Mauriac's  patient,  with 
whom  the  lesion  was  very  intense,  was  absolutely  painless.  This 
neuritis  without  pain  is  a  curious  circumstance,  and  should  be  remem- 
bered. 

[This  absence  of  pain  and  of  other  subjective  symptoms,  which  is  one 
of  the  marked  clinical  characteristics,  not  only  of  the  chancre  but 
also  of  the  cutaneous  syphilides,  is  presumably  due  to  the  non-inflam- 
matory character  of  the  exudation  which  separates  the  nerve  sheath 
from  the  fasciculi.  As  a  result  of  a  specific  influence  inciting  certain 
cells  to  rapid  growth  and  multiplication,  it  produces  here,  as  else- 
where, the  physical  eff'ects  of  an  inflammatory  transudation,  but  is 
almost  always  unaccompanied  by  the  hypersemia,  the  active  vascular 
excitement,  and  the  heat,  pain,  burning,  or  itching  which  accompany 
acute  or  well-developed  inflammation.  It  would  be  interesting  to 
note  whether  some  such  nerve  disturbance,  due  to  pressure,  does  not 
underlie  the  irregular  capillary  dilatations  found  in  the  erythema  and 
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roseola  of  early  syphilis,  and  soon  followed  (in  the  papular  eruption) 
by  visible  and  tangible  evidences  of  exudative  processes  similar  to 
those  just  described.] 

In  the  preceding  descriptions,  generalities  have  been  adhered  to, 
which  may  be  applied  as  well  to  the  skin  as  to  mucous  membranes, 
and  to  the  different  regions  which  may  be  the  seat  of  chancres  ;  but 
there  are  a  number  of  details  to  add  concerning  the  changes  of  organs 
which  may  be  included  in  the  chancre,  for  example:  hair,  sebaceous 
glands,  sudorific  glands,  mucous  glands,  etc.  Not  wishing  to  com- 
plicate the  description,  it  may  be  said  in  a  general  manner  that  in  all 
organs  we  observe  a  multiplication  and  hypertrophy,  from  excess  of 
nutrition  of  their  enithelial  cells,  and  at  the  same  time  an  infiltration 
of  their  peripheral  connective  tissue  with  young  cells  or  lymph  cells. 
Thus  the  ducts  of  the  sudorific  glands  are  increased  in  diameter,  and 
their  epithelial  cells  are  larger  than  normal,  while  the  periphery  of 
the  glandular  ducts  is  surrounded  by  a  zone  of  small  cells  pressed 
one  against  the  other. 

The  sebaceous  glands,  either  in  connection  with  the  hairs  or  sepa- 
rate, as  occurs  in  the  labia  minora,  are  changed  in  the  same  manner. 
In  some  chancres,  as  for  example,  those  of  Case  II.,  there  ai'e  no 
sebaceous  cells  in  the  glands  situated  in  the  chancre  (see  Fig.  19). 
The  lining  and  contents  of  these  glands  consist  now  of  pavement  epi- 
thelial cells  and  pus  corpuscles.  Again,  the  cells  of  the  rete  mucosum, 
which  pass  into  the  hair  follicles,  form  thick  layers,  and  contain  exca- 
vated cells  or  nests  of  small  round  cells. 

In  regard  to  the  hypertrophy,  and  increased  nutrition  of  the  epi- 
thelial cells  of  these  different  parts,  from  what  occurs  in  the  rete 
mucosum,  and  in  the  corneous  layers  of  the  epidermis,  it  may  be 
concluded  that  the  modifications  of  the  epithelium  are  secondary  to 
the  sclerosis  of  the  dermo-papillary  tissue ;  the  cells  of  the  sudorific 
glands  are  swollen  because  the  neighboring  tissue  is  congested  and 
inflamed ;  the  fat  disappears  from  the  sebaceous  glands  on  account  of 
the  inflammation ;  the  cells  of  the  rete  mucosum  are  swollen  with 
nutritive  fluids,  because  the  papillfe  are  inflamed  and  congested ;  the 
prolongations  of  the  rete  mucosum  between  the  papilUie  are  longer 
than  usual,  because  the  papillte  are  elongated  and  hypertrophied. 
During  its  period  of  development  and  acme,  the  chancre  always 
occasions  lesions  of  the  surrounding  parts,  which  consist  of  an  oede- 
matous  swelling  of  the  skin  and  a  lymphangitis  Avhich  connects  it  with 
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one  or  more  lymphatic  glands,  the  latter  soon  becoming  tumefied; 
this  lymphangitis  and  swelling  of  the  glands  are  always  present.' 

A  chancre  of  the  prepuce  and  fossa  glandis  is  always  accompanied 
by  a  hard  oedema  of  the  prepuce,  an  inflammatory  oedema  similar  to 
that  of  elephantiasis.  A  chancre  of  the  labium  majorum  is  also 
always  followed  by  an  oedema  of  that  region.  This  inflammatory 
oedema,  looking  like  that  of  erysipelas,  with  red  lines  upon  the  cuta- 
neous surface,  extends  as  far  as  the  region  of  the  groin.  It  is  uni- 
lateral because  the  chancre  is  always  situated  only  upon  one  of  the 
labia  majora. 

When  either  the  labium  or  the  skin  on  the  back  of  the  penis  is 
carefully  felt,  there  are  found  hard  sinuous  cords,  which  may  be  fol- 
lowed as  far  as  the  inguinal  glands.  They  are  the  inflamed  lymph 
vessels.  In  men,  upon  the  dorsal  region  of  the  penis,  are  frequently 
seen  secondary  ulcerations  and  enlargements  of  these  perivascular 
indurations. 

['  It  would  seem  evident  tliat  in  this  assertion  Coniil  is  in  accord  with  the 
majority  of  syphilographers. 

Berkeley  Hill  says  that  the  involvement  of  the  lymphatics  in  syphilis  is  cer- 
tainly more  often  present  than  absent,  and  is  due  to  "  thickening  of  the  walls  of 
the  vessels  by  proliferation  of  the  cellular  elements,  and  invasion  or  multiplica- 
tion of  leucocytes." 

Van  Buren  and  Keyes  define  syphilitic  lymphatics  as  a  "  specific  induration  of 
tlie  lymph  vessels  and  surrounding  cellular  tissue" — "  starting  in  the  induration 
of  the  chancre." 

Henry  Lee  says  :  "  We  have  seen  that  the  secretion  of  a  primary  sore  is 
inoculable,  so  as  to  produce  the  specific  induration  only  during  its  earliest  stages; 
and  it  is  during  this  same  period  that  the  action  takes  place  which  produces  the 
specific  aflfection  of  the  lymphatic  vessels." 

Bnmstead  and  Taylor,  after  making  the  assertion  already  quoted,  that  "specific 
engorgement  of  the  lymphatics  is  dependent  upon  changes  in  the  walls  of  those 
vessels  identical  with  tliose  which  occasion  induration  of  the  base  of  the  chancre 
and  the  ganglia,"  add  that  the  distal  extremities  of  these  changed  vessels  are 
found  "in  the  induration  surrounding  the  chancre." 

Elsewhere,  however,  they  quote  with  apparent  approval  the  researches  of 
Auspitz  and  Unna  above  alluded  to. 

Von  Biesiadncki,  quoted  by  Biiumler,  found  "  the  muscular  fibres  in  the  lymph- 
atic vessels  enlarged  tlirough  the  presence  of  numerous  exudation  cells  ;  the 
adventitia  was  contracted,  containing  only  a  few  of  these  cells;  the  vessels  were 
in  places  plugged  by  coagula,  or  closed  by  a  thickening  and  folding  of  the 
intinia." 

Many  more  authorities  might  be  adduced,  but  these  would  Vippoar  to  be  suffi- 
cient to  demonstrate  the  general  belief  in  an  involvement  of  the  lymphatics  in 
the  early  stages  and  in  the  sore  itself.] 
5 
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In  the  indurated  portion  of  the  primary  chancre,  the  lymphatic 
vessels  and  spaces  of  the  derm  are  filled  and  distended  with  lymph 
cells;  the  cellular  tissue  surrounding  them  is  indurated  and  infiltrated 
with  cellular  elements.  The  same  inflammatory  chan<2;e  of  the  contents 
of  the  lymphatic  vessels  and  peripheral  connective  tissue  is  extended 
along  these  vessels,  on  the  back  of  the  penis,  and  in  the  labia  raajora. 
When  there  is  ulceration  of  a  secondary  indurated  nodule  upon  the 
penis,  the  connective  tissue  is  here  thickened  over  a  considerable 
extent,  and  the  bloodvessels  are  sclerosed.  This  histological  exami- 
nation has  been  made  by  Verson  from  a  secondary  induration.^ 

[A  description  of  the  lymphatic  vessels  given  by  Auspitz  and 
Unna^  is  in  direct  opposition  to  the  above.  They  describe  the  walls 
of  these  vessels  at  the  beginning  of  the  process  of  induration  as  free 
from  granulation  cells,  diifering  in  this  respect  from  the  adventitia  of 
the  bloodvessels,  and,  therefore,  readily  distinguished  from  the  veins. 
It  is  only  when  the  surrounding  connective  tissue  becomes  infiltrated 
with  young  cells,  that  the  walls  of  the  lymphatics  are  aifected.  The 
gaping,  oblong,  round  or  oval  openings,  bounded  by  sharp  edges, 
which  are  mostly  empty,  and  are  seen  throughout  the  entire  sclerosed 
portion,  they  consider  to  be  enlarged  lymph  spaces. 

A  later  article  by  Unna,^  accompanied  by  a  drawing.  Fig.  14, 
shows  a  lymphatic  vessel  at/,  the  lumen  of  which  is  seen  entirely 
free  from  any  cellular  obstruction. 

In  order  to  ascertain  if  possible  which  of  these  descriptions  of  the 
lymphatic  vessels — -that  given  by  Auspitz  and  Unna,  or  that  accord- 
ing to  Cornil — is  correct,  a  number  of  histological  examinations  of 
indurated  chancres  were  made,  from  the  results  of  which  it  would 
seem  proper  to  infer  that  there  is  a  certain  amount  of  truth  in  both 
views,  but  that  neither  in  their  extreme  should  be  adopted.  Either  to 
describe  all  the  lymphatics  in  the  indurated  portion  as  empty  spaces, 
or  to  say  that  they  are  all  obstructed  by  corpuscles,  we  are  convinced 
from  our  examinations  would  not  be  correct.  But  in  sections  of  the 
diseased  part,  we  find  many  openings  such  as  represented  in  Fig.  14, 
at/,  and  which  are  empty  lymphatics.  This  is  more  especially  true  of 
the  preparations  made  from  chancres  hardened  in  alcohol,  and  colored 
with  carmine.    There  is  also  seen  such  an  appearance  as  represented 

'  Verson  :  In  Virchow's  Archiv  fiir  Path.  Anat.,  vol.  xlv.  1S69. 
s  Vierteljalireschrift  f.  D(;rm.  u.  Syph.,  Wien,  1877,  s.  IGO. 
»  Vicrtoljahresclirift  f.  Derm.  u.  Syph.,  Wien,  1878,  s.  543. 
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in  Fig.  15,  Z;  more  particularly  in  sections  made  by  freezing  the 
tissue,  immediately  after  removal,  by  means  of  the  freezing  microtome 

Fig.  14. 


Section  of  the  indurated  portion  of  a  chancre,  a.  Artery,  d.  Vein.  /.  Lymphatic, 
c.  Connective  tissue  ;  and  e,  e,  Vasa  vasorum  (Duna). 

■with  the  rhigoline  spray,  and  then  placing  them  in  a  solution  of  osmic 
acid  and  mounting  them  in  glycerine.   We  have  here  at  I  a  lymphatic, 

Fig.  15. 


Section  from  tlie  indurated  portion  of  a  chaiicro.   v.  Vein.    I.  Lymphatic  vessel,  witli 
lumen  obstructed  by  lymph  corpuscles,    c.  Connective  tissue.    X  ^250. 

Avliich  is  very  readily  distinguished  from  the  veins  of  the  tissue ;  its 
lumen  is  seen  almost  filled  with  lymph  corpuscles,  but  the  surrounding 
connective  tissue  presents  no  abnormal  appearance. 
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Our  examinations  seem  to  prove,  therefore,  that  while  some  of  the 
lymphatics  may  be  empty,  there  are  also  found  others  obstructed  by 
lymph  corpuscles.  The  endothelial  lining  of  the  lymphatic  vessels 
we  found  presented  the  normal  appearance  as  described  by  Unna. 

The  chancre  from  which  the  drawing.  Fig.  15,  was  made,  was  ob- 
tained from — 

J.  H.,  aged  28,  wlio  came  under  observation  December,  1881.  A  few 
days  previously,  at  a  period  of  about  two  weeks  after  a  suspicious  connec- 
tion, lie  had  noticed  a  small  papule  on  inner  surface  of  prepuce  just  be- 
hind the  corona  glandis.  This  had  taken  on  superficial  ulceration,  had 
become  elevated  upon  an  indurated  base,  and  bad  all  the  characteristics  of 
an  indurated  chancre. 

At  the  time  of  its  excision,  in  February,  it  was  a  saucer-shaped  ulcer, 
a  few  lines  in  diameter,  raised  above  the  surrounding  surface,  having  a 
distinctly  and  specifically  indurated  base,  movable  upon  the  subjacent 
tissue,  was  covered  with  a  thin  grayish  tenacious  secretion,  was  painless, 
definitely  circumscribed,  and  was  already  beginning  to  cicatrize.  After 
its  excision,  the  clean  linear  wound,  left  by  the  cut  of  the  curved  scissors, 
healed  promptly,  the  cicatrix  remaining  unindurated.  A  moderate  en- 
gorgement of  the  inguinal  glands,  wdiich  existed  at  the  time,  has  since 
subsided,  and  four  months  afterwards  the  patient  was  still  without  con- 
stitutional developments. 

There  was  strong  reason  for  suspecting  the  woman  from  whom  be 
believed  himself  to  have  contracted  the  disease,  but  no  examination  could 
be  obtained.  Another  patient  with  undoubted  syphilis  attributed  his 
infection  to  her.] 

With  the  chancre  and  with  the  secondary  lymphangitis,  there  is 
always  found  an  alteration,  first  of  one  gland,  then  of  a  number  of 
glands  in  the  groin,  if  the  chancre  be  situated  on  the  genital  organs. 
The  glands  are  as  large  as  a  hazel-nut,  are  oval,  hard,  and  roll 
beneath  the  fingers  ;  this  enlargement  of  several  glands  is  charac- 
teristic of  syphilis ;  it  should  always  be  looked  for  to  confirm  the 
diagnosis  of  an  infecting  chancre,  and  will  be  described  later. 

When  the  chancre  heals,  there  is  simply  a  cicatrization  and  re- 
covery. The  loss  of  substance  due  to  the  erosion  is  slight.  The 
papillae  are  not  usually  destroyed  by  the  ulceration,  the  epidermic 
layers  only  having  suffered.  The  lymph  cells  contained  in  the 
papillae  disappear;  the  rete  mucosum  and  epidermis  rapidly  form  upon 
the  papillary  surface.  The  rapidity  of  the  healing  and  of  this  new 
formation  of  layers  of  the  epidermis  is  sometimes  astonishing.  A 
chancre  or  mucous  patch,  that  has  been  seen  to-day  with  a  gray  false 
membrane  upon  its  surface,  to-morrow  will  present  a  new  epidermic 
layer.   The  cicatrix  is  far  from  being  always  visible,  especially  in  the 
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case  of  chancres  of  the  labia  majora.  This  is,  however,  very  variable. 
Thus  there  will  be  seen  frequently  coming  to  the  hospitals  nurses  who 
have  had  a  chancre  of  the  breast.  They  still  have  copper-colored 
spots,  but  without  induration,  even  when  the  date  of  the  chancre  is 
four  or  five  years  previous.  When  a  chancre  of  the  prepuce  or  fossa 
glandis  is  accompanied  with  intense  induration,  the  latter  may  persist 
some  months  or  a  year  after  cicatrization.  Upon  the  prepuce  the 
cicatrix,  which  results  from  the  healing  of  a  chancre,  is  at  times  sunken 
or  depressed  as  the  ulcerated  chancre  itself.  Here  the  chancre  may 
have  its  seat  at  the  bottom  of  the  folds  of  the  skin  of  the  prepuce, 
and  the  erections  may  increase  the  ulceration.^ 

'  The  cases  relative  to  the  pathological  anatomy  and  symptoms  of  indurated 
chancre  are  placed  at  the  end  of  the  third  chapter. 
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CHAPTER  III. 

SOFT  CHANCRE— SYMPTOMS  AND  COMPARISONS  OF  THE  TWO  CHANCRES. 

Pathological  anatomy  of  soft  chancre— Similarity  of  the  anatomical  characters  of 
infecting  and  simple  chancre — Comparison  of  infecting  chancre  with  gum- 
ma, Inpus,  etc. — Symptoms  of  infecting  chancre — Its  surface — Induration — 
Varieties — Healing  of  chancre — Its  seat — Symptoms  of  soft  chancre — Relative 
frequency  of  soft  and  indurated  chancre — Mixed  chancre — Diagnosis  and 
treatment  of  chancre. 

Pathological  Anatomy  of  Soft  Chancue  (simple,  non-infecting 
chancre,  chancroid). — In  the  case  of  a  soft  chancre,  either  produced 
by  avito-inoculation,  or  contracted  during  sexual  connection,  there  are 
observed  fi-om  the  first  certain  pathological  phenomena. 

The  first  day  we  see  a  small  red  point,  which  on  the  second  day 
becomes  an  acuminated  red  papule,  and  is  converted  into  a  small  pus- 
tule by  the  end  of  the  second  or  third  day,  especially  in  a  region 
where  the  skin  is  very  delicate,  as,  for  example,  the  internal  surface 
of  the  thigh.  The  pustule  very  soon  breaks,  and  beneath  the  lowest 
epidermic  layers,  we  find  a  deep  suppurating  ulcer,  which  rapidly 
extends  in  circumference  and  depth.  The  chancrous  ulceration 
reaches  its  acme  during  the  first  week,  and  is  then  seen  with  all  its 
characteristics.  It  is  a  deep  crater-like  ulcer,  its  borders  are  per- 
pendicular or  undermined,  its  surface  is  granulating  and  irregular, 
formed  of  soft  fleshy  granulations  and  infiltrated  with  pus,  of  which 
there  is  an  abundant  secretion,  and  which  gives  it  a  grayish  color. 
The  serum  upon  the  surface  of  an  indurated  chancre  is  small  in 
amount  and  transparent. 

A  vertical  section  of  this  variety  of  chancre,  made  after  hardening, 
and  examined  with  low  power,  twenty  diameters,  gives  a  picture 
similar  to  Fig.  16.   The  corneous  epidermis,  a,  and  the  rete  raucosum, 

which  cover  the  skin  in  the  proximity  and  at  the  margin  of  the 
chancre,  are  abruptly  arrested  at  the  point  Avhere  the  ulceration 
begins.  The  irregular  cavity  of  the  chancre  appears  upon  section  as 
a  notch,  like  a  volcanic  crater.  The  cavity  of  the  chancre,  m,  is 
limited  by  fleshy  granulations,  rt,  the  tissue  of  which  is  directly  con- 
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tinuous  with  the  tissue  of  the  hypertrophied  papillae  found  at  the 
border  of  the  chancre. 


Section  of  a  soft  chancre,  a.  The  epidermis,  the  rete  mucosura,  6,  is  abruptly  arrested  at  the 
edge  of  an  anfractuosity,  m,  which  forms  the  loss  of  suhstauce  of  tho  chancre,  n.  Granulations 
continuous  with  the  papillary  tissue,    d.  Vessels.    X  20. 


The  general  appearance  of  a  section  of  a  soft  chancre  is  seen  in 
the  accompanying  diagram,  Fig.  17. 

Fig.  17. 


L 

Schematic  section  of  a  solt  chancre,    a.  Corneous  epidermis,   p.  Rote  mucosum  and  papUlsc, 
which  are  abruptly  arrested  at  the  ulcerated  surface,    t.  Deep  border  of  inflammation. 

Passing  to  the  details  of  alteration,  there  are  found  in  the  superficial 
layers  of  the  epidermis,  and  in  the  rete  mucosum,  cells  containing  a 
cavity  between  the  nucleus  and  substance  of  the  cell,  such  as  alwaj'S 
exist  when  there  is  an  inflammatory  congestion  of  the  cutaneous 


72 


SYPHILIS. 


papillge,  and  -which  occur  in  all  cutaneous  inflammations  or  tumors, 
when  they  reach  the  surface  of  the  integument. 

Numerous  lymph  cells  are  found  infiltrating  the  tissue  of  the 
papillae ,  in  the  neighborhood  of  the  ulcer,  and  which  are  larger  than 
normal.  These  cells  probably  come  fi'om  the  interior  of  the  blood- 
vessels by  emigrati'on. 

The  external  surface  of  the  papillae  is  separated  from  the  epidermic 
layers  ;  in  other  words,  the  epidermic  layers  are  loosened  at  the 
border  of  the  ulcer  from  the  inflamed  and  hypertrophied  papillae. 

In  all  parts  of  the  inflamed  skin,  in  the  remains  of  the  dermo- 
papillary  tissue,  in  the  derm,  and  in  the  subcutaneous  cellular  tissue, 
there  is  an  infiltration  of  round  cells  between  the  constituent  elements 
of  the  connective  tissue.  As  the  ulcerated  surface  is  approached,  the 
lymph  cells  become  more  numerous.  The  tissue  of  the  granulations 
is  granular,  without  fibrils,  since  the  fibres  have  been  sepai'ated, 
softened,  and  destroyed.  By  this  destruction  of  connective  tissue  the 
pus  corpuscles  are  set  free,  forming  a  layer  upon  the  surface  of  the 
granulations,  which  varies  in  thickness.  It  is  this  infiltration  of  the 
granulations,  and  the  purulent  seci-etion  which  give  to  the  surface  of 
the  ulcer  its  grayish  color,  and  some  writers  have  compared  it  to 
diphtheria. 

It  is  not  intended,  cL  propos  of  soft  chancre,  to  give  the  histology  of 
inflammation  and  suppuration  of  the  derm  and  subcutaneous  con- 
nective tissue  ;  but  two  points  must  be  alluded  do :  First,  in  the  soft 
chancre,  there  is  not  a  sclerosis  of  the  vascular  walls  ;  we  meet  with 
nothing  but  what  occurs  in  every  common  inflammation,  that  is,  the 
external  coat  of  the  arterioles  and  venules  presents  a  certain  number 
of  migrating  cells  between  the  fibrils  of  the  connective  tissue  of  the 
tunica  adventitia,  but  there  is  no  induration  and  thickening  of  the  Avall, 
and  also  we  do  not  observe  any  narrowing  of  the  calibre  of  the  vessels. 
The  second  point  is,  that  the  fibrous  trabeculse  of  the  derm  of  the 
region  involved  are  not  preserved  intact ;  the  fasciculi  of  fibrous 
tissue  are  separated,  their  fibrils  are  distinct  one  from  another  at 
points  near  to  where  there  has  been  a  loss  of  substance.  The  fibrils 
separated  by  the  lymph  cells  are  themselves  desti'oyed  by  the  soften- 
ing and  suppuration  of  the  tissue.  These  changes,  upon  the  surface 
of  a  simple  chancre,  result  in  the  fibrous  tissue  losing  its  firmness 
and  normal  elasticity  ;  its  fibrous  trabeculte  have  a  tendency  to  dis- 
appear.   The  lymph  cells,  which  collect  in  great  numbers  in  the 
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granulations  and  neighboring  connective  tissue,  are  large,  turgid,  and 
become  free  by  softening  the  fibrils  between  which  they  are  placed. 
The  absence  of  specific  induration  comparable  to  that  of  the  indu- 
'  rated  chancre,  and  also  a  tendency  to  a  progressive  destructive  in- 
volvement of  neighboring  tissues,  result  from  this  anatomical  arrange- 
ment of  elements. 

Anatomical  Characters  of  Infecting  and  Simple  Chancres  — 
If  the  histological  lesions  of  infecting  chancre  are  compared  with  those 
of  simple  chancre,  it  will  be  seen  that  there  are  diiferences  which  dis- 
tinctly separate  them.  In  the  infecting  chancre,  there  is  the  sclerotic 
thickening  of  the  dermo-papillary  tissue  and  of  the  walls  of  the  vessels; 
the  superficial  epithelium  and  rate  mucosum  are  partly  preserved, 
even  over  the  eroded  or  ulcerated  surface  ;  the  scanty  secretion  con- 
tains a  relatively  small  number  of  lymph  cells. 

In  the  simple  chancre,  on  the  contrary,  there  is  a  gaping  crater- 
like opening,  a  result  of  the  complete  and  rapid  destruction  of  the 
superficial  and  deep  layers  of  the  epidermis,  and  from  the  progressive 
suppuration,  a  breaking  down  of  the  papillary  and  dermic  layers  ;  the 
papillae,  the  connective  tissue  of  the  derm,  and  the  sub-dermic  tissue 
are  transformed  into  a  granulating  tissue,  in  which  the  vessels  are  not 
sclerosed ;  the  fibrous  trabeculse  are  separated  and  destroyed. 

From  this  it  will  be  seen,  that  betAveen  these  two  chancres,  there  is 
a  distinct  and  complete  difference  ;  one  being  'essentially  a  prominent 
papule,  the  other  an  ulcer ;  and  if  to  their  histological  characters  be 
added,  the  difference  in  the  change  occurring  in  the  lymphatic  glands, 
if  it  be  recalled,  that  one  occasions  syphilis,  while  the  other  is  a  lesion 
purely  local,  it  must  be  concluded  that  they  are  two  very  distinct 
diseases,  which  should  not  both  be  known  by  the  name  of  chancre. 
It  is  not,  however,  absolutely  necessary  to  change  it,  since  its  signifi- 
cance is  so  well  understood. 

Infecting  Chancre  compared  with  Gummata,  Lupus,  etc. — 
The  structure  of  an  infecting  chancre  should  not  be  compared  only  with 
that  of  the  soft  chancre,  but  also  with  other  cutaneous  lesions  that 
closely  resemble  it.  It  is  rather  with  visceral  gummata,  as  of  the 
liver  and  testicles,  or  with  the  gummata  and  later  syphilides  of  the 
skin  and  genital  organs,  that  the  comparison  should  be  made.  This 
Virchow  has  done.  These  lesions,  indeed,  present  a  like  induration 
to  that  of  chancre.    It  will  be  seen  later,  that  certain  raucous  patches 
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of  the  labia  majora  and  minora  also  have  an  eroded  appearance,  and 
are  accompanied  by  an  induration  of  the  connective  tissue,  Avhich 
is  somewhat  analogous  to  that  previously  described  as  occurring  in 
the  primary  lesion  of  syphilis.  In  these  cases  the  vessels  may  also 
be  notably  thickened  and  sclerosed. 

The  histological  structures  of  infecting  chancre  have  been  compared 
with  lupus  as  well  as  with  syphilis.  I  have  not  recently  examined 
lupus,  and  can  only  describe  Avhat  has  been  lately  given  by  Fried- 
lander,^  Lang,2  Volkraann,^  etc.  In  lupus  there  are  found,  besides  the 
infiltration  of  the  connective  tissue  with  small  cells,  spherical  collec- 
tions of  large  cellular  elements  which  do  not  correspond  to  the  epi- 
thelial cells  of  the  rete  mucosum,  but  which  are  similar  to  the  large 
cells  that  have  been  described  as  giant  cells  in  tuberculosis. 

Whatever  may  be  the  origin  and  nature  of  these  "  giant  cells"  of 
lupus,  this  disease  has  been  associated  with  tuberculosis  on  account  of 
its  structure,  and  in  some  recent  works,  there  is  even  a  tendency  to 
consider  it  as  a  manifestation  of  cutaneous  tuberculosis.  It  is  to  be 
remembered,  however,  that  giant  cells,  notwithstanding  the  opinion 
of  Schiippel,  and  several  other  pathologists,  do  not  belong  exclusively 
to  tuberculosis,  since  we  also  find  them  in  scrofulous  lymph  glands, 
in  inflammatory  granulations  of  the  skin  (Jacobson,  Heidenhain, 
Baumgarten),  and  in  elephantiasis  (Klebs).  They  are  also  met  with 
in  syphilis  ;  as,  for  example,  in  cerebral  syphilis  (Heubner)  ;  in  ulce- 
rating syphilides  (Bizzozero,  Ko^ter)  ;  in  gummata  of  the  testicles 
(Baumgarten)  ;  in  syphilitic  papules  (Griffini). 

Auspitz  and  Unna  have  not  found  giant  cells  in  the  infecting 
chancre  ;  I  have  also  examined  several  chancres,  to  ascertain  if  this 
variety  of  cells  was  present,  but  failed  to  find  them  ;  yet  as  pre- 
viously mentioned,  there  is  frequently  an  inflammation  of  the  internal 
coat  of  the  vessels,  a  swelling  of  the  endothelial  cells,  and  at  the  same 
time  there  is  occasionally  an  almost  complete  obliteration  of  the  vascu- 
lar lumen  by  the  endothelial  and  lymph  cells  united  together  by 
coagulated  fibrin.  We  believe,  moreover,  that  those  cells  which  have 
been  termed  "  giant  cells,"  result  primarily  from  an  arrest  of  the 
blood  circulation,  followed  by  an  accumulation  of  endothelial  and 

'  Virchow's  Archiv  fiir  path.  Anatomie,  t.  Ix. 

"  Vierteljahreschrift  fiir  Dermatologie  und  Syphilis,  1875. 

3  Berliner  klin.  Wochenschrift,  1875,  No.  30. 
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l\'mph  cells,  which  retain  their  vitality  for  a  certain  time  in  the  midst 
of  a  fibrinous  plasma. 

Giant  cells  will  again  be  referred  to-  d  propos  of  other  syphilitic 
lesions  in  which  they  are  met  with,  and  of  the  comparison  of  the  indu- 
rated tissue  of  chancre  with  other  syphilitic  productions ;  d  propos  also 
of  mucous  patches  and  gummata.  The  tissue  of  hard  chancre  is  very 
similar  to  that  of  cutaneous  fibromata,  fibro-sarcomata,  and  elephan- 
tiasis, but  the  arrangement  and  extent  of  the  parts  involved  by  these 
latter  diseases  establish  a  suflBcient  distinction  between  them. 

Symptoms  of  Infecting  Chancre. — It  has  previously  been  stated 
that  the  incubation  of  an  infecting  chancre  continues  a  long  time  before 
any  symptom  is  manifest  upon  the  skin.  This  period  is  not  less  than 
fifteen  days  to  three  weeks,  averaging  twenty -five  days,  and  it  may  be 
prolonged  to  two  months.  [Hence  in  cases  in  which  abrasion  or 
tearinnr  of  the  mucous  or  cutaneous  surface  has  occurred  durino;  sus- 
picious  intercourse,  it  is  not  safe  absolutely  to  deny  the  possibility  of 
the  development  of  syphilis  until  after  the  lapse  of  this  latter  inter- 
val. Perhaps  it  would  be  better,  in  view  of  the  few  rare,  but  un- 
doubted cases  of  prolonged  incubation  which  have  been  recorded, 
even  to  extend  this  period  still  further,  see  p.  41.] 

What  has  been  said  of  the  anatomy  and  pathological  histology  of 
chancre,  will  aid  us  very  much  in  understanding  the  symptomatology, 
since  in  all  alterations  of  the  skin  analogous  to  those  of  chancre,  the 
pathological  anatomy  and  the  symptoms  are  interdependent. 

Chancre  sometimes  begins  by  a  papule,  that  is,  a  thickening  with 
a  slight  elevation  of  the  papillary  layer  of  the  skin,  such  as  occurs  in 
chancres  of  the  skin  and  nipple  ;  sometimes  by  a  superficial  redness  ; 
sometimes  by  a  scarcely  visible  excoriation  or  superficial  erosion. 
As  these  initial  modifications  of  the  skin  and  mucous  membrane  are 
very  slight,  and  painless  (the  indurated  chancre  is  painless  from  its 
beginning  to  its  termination),  it  follows  that  such  chancres  almost  al- 
ways are  overlooked.  The  physician  very  seldom  sees  the  beginning 
of  a  chancre,  either  in  private  practice — for  it  is  seldom  persons  give 
that  careful  examination  necessary  to  discover  the  lesion — or  at  the 
hospitals,  where  the  men  rarely  present  themselves  when  the  chancre 
is  in  its  initial  stage  ;  in  a  hospital  for  w  omen  it  can  readily  be  under- 


'  See  a  communication  upon  this  sulDject,  by  Spiellmann,  to  tlie  Society  of 
Biology,  1878. 
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stood  how  it  is  that  a  chancre  is  never  seen  in  its  earliest  period. 
With  women,  the  chancre  may  be  concealed  in  a  fold  or  in  a  de- 
pression, so  that  the  patient  can  only  see  it  with  difficulty,  and,  as 
she  suffers  no  pain,  it  gives  her  no  anxiety ;  these  facts,  together 
with  her  repugnance  to  consult  a  physician  for  any  affection  of  the 
genital  organs,  explain  very  satisfactorily  why,  in  hospitals  for  women, 
patients  so  seldom  present  themselves  suffering  with  a  typical  and 
unquestionable  chancre  ;  they  have  had  the  lesion  for  some  time  ; 
frequently  the  chancre  is  healed,  and  the  patient  presents  secondary 
symptoms — mucous  patches,  roseola,  papules,  etc. 

If  the  chancre  has  not  begun  by  a  papular  elevation,  there  are  most 
frequently  found  during  the  first  days  a  certain  degree  of  thickening 
of  the  chorium,  and  an  erosion  or  ulceration  upon  its  surface. 

From  the  appearance  of  the  surface  of  the  chancre  several  varieties 
are  recognized :  the  papular,  erosive,  desquamative,  excoriated,  and 
ulcerating.  These  several  forms,  which  define  themselves,  and  vary 
from  the  simple  papular  to  the  ulcei'ative,  constitute  a  series,  the  differ- 
ences in  which  are  due  chiefly  to  the  different  degrees  of  ulceration  of 
the  primary  lesion.  But  it  is  seldom  that  an  indurated  chancre  occa- 
sions a  true  and  deep  ulcer ;  more  often,  as  has  been  demonstrated  in 
studying  the  pathological  histology  of  chancre,  the  epidermic  layers 
and  rete  mucosum  are  preserved,  and  even  increased  in  thickness  at 
the  margin  of  the  erosion,  at  the  same  time  that  the  papillary  layer  is 
also  thickened,  so  that  the  chancre  represents  an  elevated  flat  surface ; 
the  whole  of  the  affected  part  of  the  derm  being  thicker  than  the  sur- 
rounding normal  skin.  In  erosions  and  excoriations  it  has  been  seen 
that  the  epidermic  layers  at  the  centre  of  the  chancre  were  destroyed 
somewhat  irregularly,  but  nevertheless  there  still  remain  a  few  epi- 
dermic islands  or  patches  of  the  corneous  epidermis,  and  laminse  of 
dentated  cells  of  the  rete  mucosum,  forming  a  layer  upon  the  surface 
of  the  excoriation  varying  in  thickness. 

Upon  the  surface  of  ulcerated  chancres  (Cases  II.,  IV.,  and  V.) 
the  epithelium  has  entirely  disappeared,  and  the  superficial  parts  of 
the  papillfe,  infiltrated  with  lymph  cells,  furnish  a  small  quantity  of 
pus  which  covers  them.  In  two  of  the  chancres  situated  upon  the 
preputial  fold,  and  especially  in  Case  V.,  the  ulcerated  surface  was 
funnel-shaped. 

This,  however,  is  a  very  unusual  occurrence  ;  on  the  contrary,  the 
surface  of  the  indurated  chancre  is  generally  but  slightly  excavated, 
and  the  excavation  is  more  apparent  than  real,  since  the  margins  of 
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the  ulcer  are  elevated,  owing  to  the  hypertrophy  of  the  epidermic 
and  papillary  layers ;  the  destruction  of  the  most  superficial  layers 
of  the  epidermis  occasions  the  excavation  which  is  noticed. 

If  the  surface  of  a  chancre  be  carefully  examined  during  its 
stage  of  perfect  development,  when  the  induration  is  beginning  to 
increase — that  is,  at  the  end  of  the  first  or  during  the  second  week 
after  its  appearance — it  is  found  that  the  slight  depression  is  continuous 
without  interruption,  by  an  even  and  smooth  surface,  with  the  margin 
of  the  chancre  which  is  covered  by  the  epidermis.  The  thickened 
epidermis,  at  the  margin  of  the  chancre,  is  continuous  on  one  side  with 
the  healthy  epidermis  of  the  skin  surrounding  it,  and  on  the  other 
side  with  the  gradually  thinning  layers  of  the  epidermis  covering  the 
chancre. 

The  surface  of  an  eroded  or  excoriated  chancre  is  smooth,  as  if 
varnished;  we  see  islands  of  epidermis,  and  the  parts  are  covered 
by  the  gray  or  yellowish  false  membrane  previously  described.  The 
epidermic  patches  and  false  membrane  are  on  the  same  level.  Upon 
the  surface  of  the  lesion  there  is  found  a  small  quantity  of  a  serous 
transparent  fluid.  If  it  be  wiped  with  a  cloth  the  surface  remains 
intact ;  even  if  it  be  rubbed  or  scraped  it  continues  smooth,  glazed, 
and  is  soon  again  covered  with  a  small  quantity  of  transparent  fluid. 

The  induration  of  a  chancre  occurs  at  the  end  of  the  first  week, 
dating  from  its  appearance.  It  may  show  itself  only  after  fifteen 
days  or  three  Aveeks  from  the  beginning  of  the  erosion,  especially 
when  it  is  of  that  rare  form  which  will  be  described  later — the  mixed 
chancre. 

The  induration  is  progressively  developed  from  the  surface,  that  is 
from  the  papillary  network,  to  the  deep  dermic  and  sub-dermic  layers. 
The  variations  in  thickness  of  the  affected  part  give  rise  to  several 
well-recognized  degrees  of  induration. 

Parchment  induration,  is  that  which  gives  to  the  fingers  applied 
to  the  circumference  of  the  chancre,  the  sensation  of  a  piece  of  parch- 
ment forming  the  base  of  the  erosion. 

Laminated  induration,  is  thinner  and  loss  distinct  than  the  parch- 
ment variety,  and  gives  to  the  fingers  the  sensation  of  a  piece  of 
paper. 

Nodular  induration,  is  that  in  which  the  base  of  the  chancre  is 
hard  and  thick,  feeling  between  the  fingers  like  a  nodule  of  cartilage 
or  wood;  it  is  the  most  characteristic,  but  is  seldom  seen  in  women. 

Annular  induration,  is  that  in  which  only  the  margins  of  the 
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chancre  are  indurated,  and  form  a  hard  ring,  the  tissue  in  the  centre 
retaining  its  normal  elasticity. 

The  most  readily  recognized  and  the  most  characteristic  chancre 
has  the  shape  of  a  cup-like  depression  seated  upon  the  indurated  and 
elevated  skin. 

If  the  description  of  the  histological  alterations  of  the  connective 
tissue  and  vessels  beneath  the  chancre  be  recalled,  it  will  explain  the 
anatomical  reasons  for  these  several  forms  of  induration.  The  lami- 
nated or  parchment  induration  corresponds  to  a  sclerosis  limited  to 
the  papillag  of  the  derm  and  to  the  vascular  network  of  the  papillae  ; 
deeper  or  nodular  induration  corresponds  to  a  sclerosis  of  the  dermic 
and  sub-dermic  connective  tissue,  and  of  the  vascular  network  of  these 
parts,  which  latter  is  much  larger  than  the  superficial  network.  There- 
fore, when  there  exists  a  lesion  of  large  arterial  and  venous  vessels, 
it  is  slower  in  forming  and  disappearing  than  a  similar  lesion  of  small 
vessels. 

Indeed  it  is  not  to  be  expected,  that  an  induration  and  thickening 
of  the  fibrous  tissue  of  the  external,  middle,  and  internal  coats  of 
vessels  would  rapidly  diminish.  What  is  known  of  sclerosis  in 
general  leads  us  to  suppose,  d,  priori,  that  like  lesions  will  be  long  in 
disappearing,  and  this  is  found  to  be  the  case,  for  traces  of  induration 
have  been  observed  four  or  five  years  after  the  beginning  of  the 
chancre  (Puche).  Ricord  has  found  remains  of  the  induration  ten 
and  fifteen  years  subsequent  to  the  primary  lesion.  [Biesiadecki 
attributes  the  persistence  of  the  induration  to  a  transformation  of  the 
newly  deposited  cells  into  connective  tissue  fibres.] 

The  induration  and  its  extent  are  best  appreciated  by  seizing  the 
chancre,  at  its  margin,  between  the  thumb  and  finger,  drawing  it 
upwards,  so  that  it  may  move  upon  the  subcutaneous  tissue,  and  then 
using  slight  pressure  in  a  direction  parallel  to  the  surface  of  the 
chancre.  By  these  means  the  resistance  offered  by  the  base  of  the 
chancre  and  the  degree  of  its  induration  can  be  readily  appreciated. 
This  method  of  palpation  is  very  easy  in  certain  regions,  but  in  other 
parts  it  is  difficult  to  perform,  especially  in  women;  of  course  in  some 
localities,  as,  for  example,  the  os  uteri,  it  is  almost  impossible. 

The  degree  of  induration  varies  very  much  according  to  the  seat 
or  region  of  the  primary  lesion,  and  also  in  accordance  with  the 
structure  of  the  part.  When  occurring  upon  the  glans  penis,  upon  the 
internal  surface,  or  mucous  membrane  of  the  prepuce,  or  in  the  fossa 
glandis,  the  chancre  is  generally  very  distinctly  indurated ;  upon  the 
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skin  of  the  penis,  and  upon  the  general  integuments,  the  induration 
is  not  so  marked  or  so  extensive.  With  women,  the  induration  of  the 
chancre  is  greater  upon  the  labia  majora  than  upon  the  labia  minora 
and  fourchette.  The  skin  over  the  labia  majora,  -which  contains  dense 
fibro-muscular  tissue,  is  a  better  foundation  for  the  induration  than 
the  very  thin  corium  of  the  labia  minora  or  fourchette.  Upon  the 
fourchette  the  chancre  is  almost  always  parchment-like,  and  the 
induration  is  quite  difficult  to  recognize,  owing  to  the  formation  of 
the  part,  and  the  difficulty  experienced  in  seizing  the  chancre  be- 
tween the  finger  and  thumb  to  elevate  it. 

[Ricord,  in  speaking  of  the  induration  of  chancre,  says,  that  its 
development  and  amount  depend  upon  the  lymphatic  supply.  Where 
the  induration  is  greatest,  there  the  lymphatics  are  more  numerous; 
and  that  the  induration-consists,  in  an  inflammation  of  the  capillary 
absorbents  with  eifusion  into  the  intervening  tissue.^  From  our 
investigations  of  the  indurated  tissue  of  chancre,  we  cannot  coincide 
■with  this  view  of  Ricord's.  In  all  the  sections  examined,  which 
were  taken  from  chancres  having  well-marked  indurated  bases,  none 
presented  any  appreciable  change  in  the  surrounding  connective  tis- 
sue of  the  lymphatics,  and  their  endothelial  lining  appeared  unal- 
tered. This  is  in  accord  with  the  examinations  of  Auspitz  and  Unna, 
who  describe  the  lymphatics,  within  the  indurated  portion  of  a  chan- 
cre, as  free  from  any  pathological  changes.  The  opinion  expressed 
by  Cornil,  that  "  the  vascular  sclerosis  gives  the  infecting  chancre  one 
of  its  essential  clinical  characters — the  induration  " — is  to  us  well  sus- 
tained, and  our  examinations,  all  of  which  showed  in  an  undoubted 
manner  this  modification  of  the  artei'ial  and  venous  systems,  as 
described  by  him,  incline  us  to  accept  his  conclusions.  It  is  possible, 
however,  that  the  number,  and  position  of  the  lymphatics  of  the 
affected  part  may  exercise  an  influence  upon  the  shape  and  amount  of 
the  induration,  not,  however,  from  a  histological  modification,  but  from 
functional  properties.  It  would  certainly  seem  that  clinical  observation 
and  normal  histology  are  in  accord  as  to  this  point.  Otis  has  called 
attention^  to  a  clinical  fact  which  he  says  he  has  often  observed, 
namely,  that  "indurations  of  the  initial  lesion  at  the  frajnum  and 
glans,  posterior  to  the  meatus,  are  uniformly  small  in  extent.  In 
the  prepuce,  on  the  contrary,  where,  according  to  the  researches  of 
Dr.  Isidor  Neumann,  the  lymphatics  are  much  more  deeply  located, 


['  Bumstead  and  Taylor,  1879.  ] 


[*  Op.  cit.,  p.  13.] 
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we  find  indurations  more  extensive.  These  vessels  are  represented 
as  still  more  deeply  seated  in  the  base  and  body  of  the  glans.  These 
are  also  the  known  localities  of  occasional  extensive  indurations, 
while  in  the  integument  of  the  penis,  where  the  lymphatic  distribu- 
tion is  very  superficial,  forming  loops  near  the  apex  of  each  papilla 
cutis,  we  have  the  most  common  occurrence  of  that  thin  induration 
which  is  termed  the  parchment  induration."'] 

In  other  regions,  as  the  neck  of  the  uterus,  the  induration  is  very 
difficult  to  appreciate,  because  first,  as  previously  mentioned,  a  lesion 
limited  to  the  neck  of  the  uterus  cannot  be  raised  between  the  fingers  ; 
and,  second,  the  fibro-muscular  tissue  of  the  neck  is  so  rigid,  that  the 
hardness  of  the  chancre  could  not  be  distinguished  from  the  normal 
condition  of  the  adjacent  tissues. 

The  induration  of  an  infecting  chancre  is  not  only  very  variable, 
but,  in  very  rare  cases,  it  may  be  absent,  as  admitted  by  all  who 
have  specially  studied  syphilis.  Vidal  has  recently  published  two 
cases  of  this  kind.  Therefore  it  is  not  a  positive  and  constant  symp- 
tom, and,  I  believe,  that  induration  is  a  symptom  less  important  in 
infecting  chancre,  than  the  characters  of  the  erosion,  and  the  condition 
of  the  surface  of  the  chancre,  especially  if,  in  addition  to  these,  we 
take  cognizance  of  the  several  indurated,  painless,  and  hypertrophied 
lymphatic  glands,  the  so-called  ^ZemcZe. 

The  induration  generally  does  not  last  longer  than  three  or  four 
weeks,  and  the  chancre  heals  in  five  or  six  weeks  ;  but  the  indurated 
nodule,  if  it  were  primarily  large  and  cartilaginous,  may  persist  and 
be  still  recognizable  after  four  or  five  years,  or  according  to  Ricord, 
after  fifteen  years. 

The  healing  of  a  chancre  is  very  soon  accomplished ;  the  loss  of 
substance  is  very  little,  almost  nothing  ;  it  is  only  necessary  that  the 
papillary  layer  and  the  derm,  neither  of  which  has  been  destroyed, 
should  rid  themselves,  either  by  the  eliminative  processes  of  ulcera- 
tion or  by  absorption  through  the  medium  of  the  lymphatics,  of  the 
migrated  cells  which  have  infiltrated  the  part ;  the  superficial  epi- 
dermic layers  then  reform  and  become  firm.  As  there  is  seldom  an 
actual  loss  of  substance — an  ulceration — there  is  not  found  a  true 
cicatricial  tissue  at  the  seat  of  the  chancre,  but  simply  a  slight 
thickening  of  the  skin,  and  a  faint  red  or  copper  coloration  which 
usually  soon  disappear  ;  the  coloration  may  persist  for  several  weeks 
or  longer,  although  it  gradually  becomes  less  distinct. 

An  indurated  chancre  may  be  transfoi-med  in  situ  into  a  mucous 
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patch, or  may  even  form  vegetations.  This  change,  which' has  been  well 
studied  by  Davasse  and  Devillc,  has  played  an  important  role  in  the 
discussions  relating  to  the  inoculation  of  secondary  lesions.  Ricord 
regarded  the  mucous  patches,  which  were  the  origin  of  the  contagion, 
as  chancres  transformed  into  mucous  patches,  and  believed  that  the 
contagion  was  in  reality  due  to  the  chancrous  element.  These  dis- 
cussions have  to-day  only  a  historical  interest ;  their  value  has  been 
already  considered. 

According  to  Fournier,  three  times  in  four  the  indurated  chancre 
is  single.  In  the  fourth,  where  it  is  multiple,  the  chancres  most 
frequently  begin  at  the  same  time,  and  have  simultaneously  the  same 
symptoms  in  reference  to  the  induration,  etc.  The  number  of  indu- 
rated chancres,  which  may  exist  at  the  same  time,  varies  from  three 
to  four,  but  as  many  as  nineteen  have  been  reported  by  Fournier  to 
have  been  present  upon  the  genital  organs  of  a  syphilitic  patient,  all 
indurated  and  contemporary. 

Multiple  infecting  chancres  all  begin  at  the  same  time,  for  the 
primary  lesion  of  syphilis  is  not  auto-inoculable,  and  therefore  it 
has  no  tendency  to  be  reproduced  alongside  of  the  primary  sore,  as 
is  the  case  with  soft  chancre.  This  is  a  very  important  fact  in  refer- 
ence to  the  course  of  this  lesion,  and  will  be  considered  d  propos  of 
the  diagnosis  of  the  two  chancres.  It  will  be  seen  that  in  obscure 
cases,  the  inoculation  of  the  pus  from  the  chancre  upon  the  patient 
affected  is  one  of  the  best  means  of  arriving  at  a  conclusion.  If  the 
inoculation  determines  a  positive  result,  and  occasions  a  soft  chancre, 
it  is  certain  the  case  is  one  of  a  simple  chancre  ;  if  the  inoculation 
fails,  it  may  be  concluded  that  the  chancre  under  consideration  is  not 
a  soft  chancre. 

[[n  our  judgment,  this  statement  is  entirely  too  sweeping.  Many 
authorities  might  be  quoted  to  prove  that  the  distinction  thus  claimed 
to  exist  between  these  sores  is  not  by  any  means  so  absolute  ;  but 
we  must  content  ourselves  with  calling  attention  to  the  opinion  of  Mi\ 
James  R.  Lane,^  who,  after  either  practising  or  Avitnessing  seven 
thousand  inoculations,  writes  as  follows  :  "  It  is  certainly  not  a  fact 
that  the  hard  sore  is  never  inoculable  on  a  syphilitic  patient.  With 
certain  precautions  it  may  undoubtedly  be  inoculated,  and  it  will 
then  produce  a  sore  precisely  similar  in  appearance  and  progress  to  a 

['  Lectures  on  Syphilis,  p.  32.    London,  1881.] 
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soft  chancre.'  On  the  other  hand,  the  inoculability  of  the  soft  sore 
has  been  much  exaggerated.  It  is  said  that  it  is  communicable  to  all 
persons  and  at  all  times,  whether  thev  have  previously  been  the  sub- 
jects of  syphilis  or  not.  This,  again,  is  not  the  fact,  for  as  I  repeat- 
edly witnessed,  whenever  there  is  any  great  depression  of  the  vital 
powers,  in  tertiary  syphilis,  for  instance,  the  difficulty  of  obtaining  a 
positive  result  with  any  kind  of  matter  is  very  great,  though  if  the 
health  can  be  made  to  impi'ove  the  inoculations  will  succeed."] 

The  appeai'ances  of  an  infecting  chancre  are  varied ;  it  may  be 
more  or  less  indurated,  of  moderate  size  or  very  extensive,  single  or 
multiple.  Thus,  between  an  erosion  or  slight  abrasion  situated  upon  a 
base  scarcely  parchment-like,  that  may  readily  be  overlooked,  to  an 
ulceration  with  a  nodular  cartilaginous  base  of  considerable  size,  as 
large  as  a  quarter  of  a  dollar,  and  accompanied  by  great  oedema  of 
the  labia  majora  and  minora,  or  of  the  prepuce,  there  are  found  several 
intermediate  degrees.  The  infecting  chancre  may  be  very  small 
(dwarf  chancre  of  Fournier),  or  it  may  be  very  large,  occurring  in 
patches  resembling  herpes  (herpetiform  chancre  of  Dubuc). 

The  most  frequent  seat  of  chancres  is  the  genital  region ;  they  are 
very  seldom  met  with  upon  other  parts  of  the  body  ;  this  is  especially 
true  with  men,  less  so  in  the  case  of  women. 

The  most  usual  seat  of  chancres  of  the  genital  organs  with  men  is 
the  glans  penis,  the  internal  surface  of  the  prepuce,  and  especially 
the  fossa  glandis  and  fraenura.  Three-fourths  of  all  chancres  are 
found  in  these  localities.  At  times  they  are  found  upon  the  skin  of 
the  penis,  at  the  meatus  urinarius,  upon  the  scrotum,  upon  the  mucous 
membrane  of  the  urethra,  upon  the  groin.  The  existence  of  urethral 
chancres  has  complicated  the  discussions  betAveen  unicists  and  dualists. 
The  presence  of  an  urethral  chancre  explains  the  transmission  of 
syphilis  by  men  who  have  apparently  only  suffered  from  a  simple 
blennorrhagia,  but  have  actually^been  the  subjects  of  chancre,  which 
was  situated  within  the  urethra  and  which  occasioned  the  discharge. 

With  women,  the  labia  majora  are  the  most  common  seat  of  genital 
chancres  ;  then  follow  the  fourchette,  the  labia  minora,  the  clitoris, 
the  skin  of  the  pubes  or  groin,  the  neck  of  the  utei*us,  etc. 

It  is  doubtful  if  an  infectino;  chancre  has  in  a  siu'j-le  instance  been 
found  upon  the  vagina,  and  yet  this  canal  is  certainly  the  part  most 

['  In  these  cases  it  is  inoculated  after  being  irritated  to  free  suppurative 
action,  and  tlie  result  is  simply  the  efl'oct  of  pus  contagion.  It  may,  liowever,  iu 
exceptional  cases,  produce  a  second  typical  hard  sore.] 
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exposed  to  contagion.  The  cause  of  this  immunity  may  possibly  be 
found  in  the  special  structure  of  the  vaginal  mucous  membrane,  which 
is  covered  with  thick  layers  of  pavement  epithelial  cells.  More  proba- 
bly, however,  the  entrance  of  the  virus  is  rendered  difficult  by  the 
absence  of  glandular  orifices  over  its  entire  surface  ;  the  vaginal  mu- 
cous membrane  possessing  papillae  and  pi'ominent  villi,  but  no  glands. 

Extra-genital  chancres,  particularly  those  of  the  anus,  are  very 
much  more  common  with  women  than  with  men.  Yet  all  chancres 
of  the  anus  with  women  do  not  indicate  unnatural  sexual  relations : 
the  anal  orifice  is  so  situated  that  in  dorsal  decubitus  the  fluids  from 
the  vulva  flow  over  and  often  contaminate  it. 

[Anal  chancres  are  usually  seated  at  the  margin  of  the  anus,  at  the 
bottom  of  one  of  the  radiating  folds  of  skin  produced  by  the  contrac- 
tion of  the  external  sphincter.  The  ulceration  is  apt  to  follow  the 
lines  of  these  folds,  and  thus  to  assume  an  elongated  or  linear  char- 
acter. They  are  hard,  and  do  not  give  rise  to  the  painful  symptoms 
of  fissures  of  the  anus.  They  have  been  observed  as  high  as  the 
upper  margin  of  the  internal  sphincter,  and  it  is  probable  that  in  those 
countries  where  the  practice  of  sodomy  prevails,  they  are  not  in- 
frequent upon  the  wails  of  the  rectum.  Sauri-Ricardo  records  the 
case  of  a  young  woman  who  was  infected  by  her  husband  during  un- 
natural intercourse,  and  who  subsequently  developed  dysenteric 
symptoms  with  a  purulent  discharge  from  the  anus,  then  constitutional 
syphilis,  and  finally  a  stricture  of  the  rectum.^  In  France,  they  occur 
in  the  proportion  of  one  out  of  every  one  hundred  and  nineteen  in 
men,  and  one  in  every  twelve  in  women.  They  are  certainly  much 
rarer  in  this  country.  Attention  has  been  called  to  the  fact,  that 
when  confrontation  is  possible,  the  chancre  of  the  anus  will  usually  be 
found  upon  the  same  side  of  the  body  as  that  on  the  penis  of  the 
infecting  person.  Of  course  in  chancres  of  the  genitals,  the  reverse 
is  true.  This  may  be  of  importance  from  a  medico-legal  point  of 
view.] 

The  seats  of  extra-genital  chancres  are  the  anus,  mouth,  lips, 
tongue,  uvula,  palatine  arches,  tonsils,  cheek,  nipple,  etc. 

A  cephalic  chancre  is  almost  always  infecting,  but  it  must  not  be 
supposed  that  the  skin  of  the  head  and  face  is  not  susceptible  to  in- 
vasion by  a  soft  chancre.  It  has  been  inocvdated  upon  those  parts  as 
readily  as  elsewhere.    Soft  chancre  is  rarely  or  scarcely  ever  seen 


[I  JuUien,  p.  585.] 
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upon  the  lips  or  face,  but  this  is  probably  due  ,to  the  circumstance 
that  it  is  more  easily  observed  than  infecting  chancre,  and  is  charac- 
terized by  an  ulcer  so  manifest  that  its  presence  causes  more  caution. 

Infecting  chancre,  when  occurring  upon  the  skin,  is  covered  by  a 
scab;  when  partly  upon  the  skin  and  moist  raucous  surface,  as  the  lips, 
that  portion  upon  the  skin  is  covered  by  a  scab,  while  that  upon  the 
mucous  membrane  presents  the  yellowish-gray  false  membrane  pre- 
viously described. 

The  infecting  chancre  is  rare  in  the  Lourcine  Hospital.  During 
the  two  and  a  half  years  that  I  have  served  in  this  hospital,  I  have 
seen  only  twenty  indurated  chancres  ;  on  account  of  its  rarity  many 
of  my  colleagues  who  have  preceded  me,  as  Cusco  and  Lancereaux, 
think  that  the  chancre  is  not  a  necessary  lesion  of  syphilis.  Fournier, 
however,  maintains  the  contrary,  and  reason  and  logic  compel  us  to 
the  conclusion  that  the  syphilis  of  women  does  not  differ  from  that  of 
men,  and  that,  as  with  men,  there  is  invariably  observed  a  chancre  at 
the  onset  of  the  disease,  a  similar  occurrence  takes  place  with  women, 
even  although  iu  certain  cases,  the  chancre  escapes  notice. 

Symptoms  op  Soft  Chancre  [Chancroid]. — The  symptoms  of 
soft  chancre  will  be  briefly  described.  The  details  which  have  been 
given  d  propos  of  its  anatomy  need  not  be  repeated.  After  having 
begun  by  a  redness  and  a  pustule  or  vesicle,  or  even  by  a  small 
bulla  which  soon  ruptures,  it  presents  a  crater-like  and  suppurating 
ulceration.  This  ulcer  is  painful  and  itching ;  the  pus,  which  is 
secreted  in  large  amount,  is  inoculable  upon  the  patient  himself,  and 
auto-inoculation  is  always  successful  during  the  course  of  the  chancroid. 
[This  can  hardly  be  accepted  literally.  Failures  are  by  no  means 
uncommon.]  The  patient  frequently  inoculates  himself  inadvertently'- 
or  from  uncleanliness,  so  that  the  simple  chancre  is  often  multiple. 

During  the  stage  of  acme,  the  chancroid  has  its  margins  loosened 
and  undermined ;  the  neighboring  tissue  is  inflamed  and  doughy,  and 
attacked  with  an  oedematous  inflammation,  with  redness  of  the  skin 
but  without  any  induration  comparable  to  that  of  the  infecting  chancre. 

When  the  lymphatic  glands  are  affected,  there  may  occur  a  true 
suppurating  bubo,  if  the  patient  be  broken  down  in  health,  or,  if 
he  has  been  negligent  of  treatment.  In  this  case,  an  inguinal  gland 
is  swollen  and  becomes  very  large  ;  the  skin  reddens  upon  its  surface, 
and  we  soon  feel  a  superficial  fluctuation,  due  to  pus  formed  in  the 
cellulo-adipose  tissue  surrounding  the  gland.    When  this  abscess  is 
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opened,  the  gland  in  some  cases  suppurates,  and  there  is  formed  an 
anfractuous  cavity  which  secretes  the  sanious  pus  characteristic  of 
simple  chancre ;  the  skin  constituting  its  borders  is  red,  inflamed,  and 
separated  from  the  tissue  beneath. 

These  glandular  abscesses,  like  the  chancroid,  sometimes  become 
phagedenic.  This  is  a  formidable  complication  which  occurs  almost 
exclusively  in  soft  chancre.  It  lasts  a  long  time,  occasions  a  loss  of 
substance,  destroys  the  tissues,  and  may  even  terminate  fatally,  if 
gangrene  is  very  extensive. 

Chancroid  is  variable  in  its  duration,  which  is  sometimes  very  short, 
especially  if  it  has  had  careful  treatment,  lasting  three,  four,  or  five 
weeks  ;  at  other  times  it  continues  several  months,  and  sometimes,  if 
it  is  phagedenic,  one  or  more  years. 

The  chancroid,  when  healing,  presents  fleshy  granulations,  which 
grow  from  the  bottom  of  the  ulceration,  reaching  to  the  surface  of  the 
healthy  skin,  where  they  are  soon  covered  by  the  epidermis.  If 
the  ulcer  has  been  deep  and  extensive,  a  cicatricial  tissue  forms, 
which  remains  hard  for  some  time,  and  which  replaces  the  derm  that 
has  been  destroyed.  The  place  where  the  chancroid  was  situated  is 
marked  by  a  hard  cicatrix,  white  upon  the  surface,  irregular,  and  a 
little  elevated  or  depressed  relatively  to  the  surrounding  skin. 

Relative  Frequency  of  Infecting  Chancre  and  Simple 
Chancre. — According  to  the  statistics  of  the  Hopital  du  Midi,  the 
soft  chancre  is  seen  much  more  seldom  at  the  present  time  than  it  was 
some  years  ago.  Thus,  Puche,  whose  statistics  were  based  upon  the 
immense  number  of  ten  thousand  chancres,  found  one  indurated  chancre 
to  four  simple  chancres.  Fournier  and  CuUerier  (statistics  of  the 
Hopital  du  Midi)  give  nearly  an  equal  number  of  the  two  chancres. 
Clerc  (statistics  of  Saint-Lazare)  and  Labarthe  (from  the  cases  of 
Simonnet),  have  found  one  indurated  chancre  to  two  soft  chancres. 
The  most  recent  analysis  of  cases  by  my  friend  and  colleague  Mauriac, 
of  the  Hopital  du  Midi,  has  given  him  the  opposite  result,  and  it 
appears  determined,  according  to  him,  that  the  soft  chancre  has 
decreased  in  frequency  and  tends  to  disappear.  But  the  frequency 
of  soft  chancre  varies  very  much  in  the  difierent  social  conditions. 
For  example,  it  is  much  more  frequent  than  the  infecting  cliancre 
among  the  old  and  depraved  prostitutes,  from  the  fact  that  these 
women  have  generally,  some  time  previously,  had  a  syphilitic  chancre, 
and  as  they  arc  syphilitic,  they  are  not  liable  to  a  new  infection  of 
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the  primary  lesion,  while  they  may  be  indefinitely  affected  with  the 
soft  chancre. 

This  lesion  is  also  very  frequently  met  with  in  the  army,  for  the 
reason  that  soldiers  generally  are  infected  by  the  above  class  of 
women.  Thus,  according  to  the  last  statistics  of  the  array  in  1875, 
among  1000  soldiers  who  entered  the  hospital,  there  were  11  cases 
of  soft  chancre  and  22  of  syphilis ;  among  1000  who  were  admitted 
into  the  infirmary,  there  were  17  cases  of  soft  chancre,  16  of  syphilis, 
and  127  of  urethritis.  About  two-thirds  of  those  affected  enter  these 
institutions ;  therefore,  if  all  who  were  attacked  were  admitted,  it 
would  give  us  21  soft  chancres  and  28  infecting  chancres  among  1000 
men.  A  proportion  certainly  very  much  below  that  of  the  syphilitic 
patients  met  with  among  the  young  rich  and  laboring  classes  of  large 
cities. 

Mixed  Chancre. — There  is  a  variety  of  chancre  which  is  con- 
sidered as  possessing  at  the  same  time  both  the  nature  of  an  infecting 
chancre  and  that  of  a  simple  chancre. 

It  has  been  observed  that  a  certain  number  of  syphilitic  infecting 
ch  ancres,  perhaps  two  or  three  in  a  hundred,  may  be  inoculated  upon 
the  patient  affected,  and  that  the  result  of  this  inoculation  is  a  soft 
chancre. 

Again,  Rollet  and  Laroyenne,  of  Lyons,  have  observed  that  by 
placing  the  pus  of  a  soft  chanci'e  upon  an  infecting  chancre,  there 
results  a  special  chancrous  ulcer,  the  mixed  chancre  which  Rollet 
considers  a  distinct  variety.  It  is  certain  that  a  person  affected  with 
a  mixed  chancre  communicates  to  a  healthy  person  a  similar  lesion, 
that  is,  a  chancre  both  infecting  and  ulcerating.  Tliese  chancres  have 
at  the  same  time  the  characters  of  an  infecting  and  simple  chancre  ; 
the  ulceration  occurs  very  rapidly,  and  with  the  characters  of  a  simple 
chancre ;  then  from  the  fifteenth  day  to  the  third  week,  that  is,  after 
the  long  period  of  incubation  of  a  syphilitic  chancre,  the  base,  until 
then  soft,  becomes  indurated,  the  lymphatic  glands  become  hard,  and 
the  secondary  eruptions  occur  in  the  regular  order  of  syphilis.  I 
believe  that  the  mixed  chancre  should  be  considered  simply  as  two 
lesions  developed  at  the  same  time  upon  the  same  patient,  the  result 
of  the  union  of  two  viruses. 

A  mixed  chancre  is  not  ahuays  due  to  the  contagion  of  a  mixed 
chancre.    Ricordi,  Maziotti,  and  others,  cite'  cases  of  mixed  chancre 

■  Traitfi  Pratique  des  Maladies  V6n6riennes,  de  M.  L.  JuUien. 
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contracted  by  patients  who  had  connection  Avith  women  suffering 
at  the  same  time  with  soft  chancres  and  mucous  patches.  Fre- 
quently a  person  already  affected  with  an  indurated  chancre,  has  con- 
nection with  another  person  affected  with  a  soft  chancre,  and  grafts  a 
soft  upon  a  hard  chancre.  The  contrary  occurs  very  seklom,  that  is, 
the  grafting  of  syphilitic  chancre  upon  a  soft  chancre,  owing  to  the 
abundant  suppuration  and  pain  of  the  soft  chancre.  Finally,  mucous 
patches,  upon  which  the  pus  of  a  soft  chancre  has  been  deposited 
during  connection,  may  ulcerate  and  present  all  the  chai'acters  of  a 
simple  ulcerating  chancre  or  mixed  chancre. 

Vaccino-sypliilitic  mixed  chancre  is  caused  by  the  inoculation  of 
vaccine  virus  contaminated  with  syphilitic  virus  ;  it  runs  the  same 
course  as  the  preceding,  the  vaccine  pustule  appearing  first  and  de- 
veloping normally,  then  fifteen  or  twenty  days  after  the  inoculation, 
the  indurated  papule  of  syphilitic  chancre  showing  itself. 

[There  are  many  syphilographers  who  believe  that  the  chancroid 
is  a  form  of  the  initial  lesion  of  syphilis,  and  that  it  is  not  followed 
by  constitutional  symptoms  in  the  majority  of  cases,  because  the  sup- 
purative action  which  accompanies  it  favors  the  elimination  of  the 
poison.  Others  deny  its  specificity  in  toto,  and  attribute  it  to  the 
contagion  of  pus,  which  may  or  may  not  contain,  as  an  accident,  the 
germs  of  syphilis,  the  ulcerative  process  in  such  cases  overshadowing 
or  altogether  preventing  the  new  cell-growth  which  gives  to  the  true 
chancre  its  clinical  peculiarities.  Still  others,  and  probably  the 
majority,  believe  with  the  author,  that  the  chancroid  is  a  distinct 
disease  depending  for  its  transmission  and  development  upon  the 
existence  of  a  virus  which,  under  proper  circumstances,  produces  the 
chancroid  and  nothing  else,  just  as  the  poisons  of  smallpox  and  glan- 
ders produce  only,  and  invariably,  those  affections.  In  other  words, 
they  believe  it  to  be  a  "speaj^c"  disease. 

Some  of  the  arguments  which  are  employed  by  those  who  deny 
specific  character  to  the  chancroid  are  as  follows : — 

1.  The  chancroid  has  no  period  of  incubation,  the  pustule  or  ulcer 
appearing  within  a  few  hours  of  inoculation,  or  after  about  the  interval 
which  would  be  required  for  the  manifestation  of  the  irritant  proper- 
ties of  any  foreign  body  inserted  beneath  the  skin.  In  no  other 
specific  disease  is  incubation  entirely  absent,  though  it  may  vary  from 
three  days  in  scarlatina,  or  twenty-five  days  in  syphilis,  to  two  years 
in  hydrophobia. 

2,  The  occurrence  of  chancroidal  disease  in  any  individual  affords 
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no  protection  against  a  second  attack,  as  is  almost  invariably  the  case 
in  the  specific  diseases. 

If  it  be  urged  in  answer  to  these  objections,  that  the  chancroid 
as  a  local,  contagious,  specific  disease  is  not  strictly  comparable 
with  the  exanthemata  and  those  ailments  which  aft'eet  the  system  at 
large,  it  should  be  remembered  that  in  that  event  it  would  be  neces- 
sary to  regard  it  as  an  isolated  disease  constituting  a  distinct  class, 
and  without  congeners,  a  possible  but  improbable  condition. 

3.  Sores  in  all  respects  resembling  chancroids,  have  been  produced 
on  difi"erent  parts  of  the  body  by  inoculation  with  the  contents  of  acne 
pustules. 

4.  All  rapidly  forming  ulcers  tend  to  assume  the  appearance  said 
to  be  characteristic  of  the  chancroid.  This  is  especially  the  case  in 
the  tissue  of  the  glans  penis,  which  by  reason  of  the  thinness  of  its 
fibrous  envelope,  the  delicacy  of  its  trabeculge,  and  the  spaces  necessi- 
tated for  purposes  of  erection,  breaks  down  easily  under  the  ulcera- 
tive process.  The  direction  of  the  connective  tissue  fibres  composing 
the  trabeculse,  and  along  which  tissue  all  inflammation  extends  most 
readily,  explains  the  undermined  appearance  of  the  edges  of  the  sore, 
its  other  characteristics  being  simply  those  of  active  suppuration, 

5.  Extra-genital  chancroids  are  very  rare,  and  chancroids  upon  the 
skin  of  the  penis  are  much  less  common  than  those  upon  the  glans  ; 
nineteen-twentieths  occurring  in  the  latter  situation  ;  they  are  also 
very  rarely  found  in  the  vagina;^  yet  all  these  parts  are  exposed  with 
great  frequency  to  contagion  from  chancroidal  sores.  This  seems  a 
sufficient  answer  to  the  assertion  that  if  chancroids  were  due  to  pus 
contagion  they  would  be  much  more  commonly  found  upon  the  fingers 
of  surgeons,  etc. 

6.  Ulcers  found  upon  the  glans  penis  after  the  relief  of  a  phimosis 
complicated  with  balanitis  arQ  often  instances  of  the  truth  of  the  above 
statement,  being  usually  indistinguishable  from  chancroid. 

7.  Many  competent  observers  are  of  the  opinion  that  they  have 
seen  syphilis  follow  a  sore  having  all  the  characteristics  of  the  chan- 
croid from  its  appearance  to  its  cicatrization.  This  is  said  to  be 
especially  the  case  in  chancroids  at  the  base  of  the  penis. 

The  testimony  in  this  respect  is  too  clear  and  direct,  and  the  ability 

'  Cornil  calls  attention  (p.  82)  to  this  point  in  speaking  of  the  absence  of  in- 
fecting chancre  from  the  same  region,  and  adds  yet  "  this  canal  isf  certainly  the 
part  most  exposed  to  contagion." 
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of  the  witnesses  too  far  above  question  to  permit  of  reasonable  doubt 
that  this  is  a  clinical  fact. 

To  say  that  in  such  cases,  especially  when  they  occur  in  men,  a 
chancre  has  existed,  but  has  been  overlooked,  is  to  impugn  the  accu- 
racy or  the  diagnostic  powers  of  some  of  the  most  careful  and  most 
distinguished  syphilographers  of  the  day.  When  it  is  admitted  that 
these  cases  are  occasionally  seen,  they  are  variously  explained. 
Those  who  believe  that  the  chancroid  is  a  sore  produced  by  the  virus 
of  syphilis,  assert  that  its  appearance  and  general  liarmlessness  are 
due,  as  has  been  said,  to  the  accompanying  suppuration,  the  elimina- 
tive  action  of  which  protects  the  constitution.  They  appeal  to  analogy 
in  support  of  this  position,  citing  the  well-known  differences  in  reaction 
to  irritants  in  different  constitutions  ;  the  bullet  which  becomes  en- 
cysted in  one  individual,  remaining  harmless  in  another,  etc.  etc. 
Their  opponents,  the  dualists,  claim  that  these  cases  are  instances  of 
what  they  call  the  "mixed  sore,"  by  which  they  mean  that  the  two 
poisons,  the  chancroidal  and  the  syphilitic,  have  been  implanted 
simultaneously,  and  run  independently  of  each  other  their  respective 
courses. 

The  objections  to  this  latter  view  are,  that  it  is  entirely  hypothetical, 
that  it  involves  a  belief  in  the  frequency  of  an  accident  which  from  its 
very  nature  would  be  an  exceedingly  rai'e  one,  and  that  such  a  pro- 
cess, pathologically  considered,  is  without  parallel. 

When  vaccino-syphilis  is  adduced  as  an  example  of  the  implantation 
of  two  poisons  at  the  same  time,  it  is  replied,  that  in  all  the  recorded 
cases  the  vaccine  pustule  has  run  its  usual  course,  developed,  matured, 
and  desiccated,  and  that  then  the  chancre  has  appeared,  after  its 
usual  period  of  incubation,  and  with  all  its  ordinary  characteristics. 

8.  Confrontation,  which  undoubtedly  shows  that  in  the  majority  of 
cases  the  hard  sore  is  derived  from  the  hard  sore,  and  the  chancroid 
from  the  chancroid,  is  no  more  an  argument  for  dualism  than  for  the 
form  of  unicism  which  recognizing  only  one  specific  poison,  the  syphil- 
itic, attributes  the  production  of  the  soft  sore  to  pus  contagion.  If  the 
chancroid  depends  on  the  irritating  effect  of  pus,  you  would  of  course 
expect  to  find  a  suppurating  sore  in  the  individual  from  whom  the 
disease  was  derived. 

On  the  other  hand,  every  surgeon  of  experience  must  have  met 
with  some  exceptions  to  the  general  rule:  must  have  seen  for  exam- 
ple cases  in  which  chancroidal  sores  resulted  from  intercourse  with 
persons  having  the  primary  or  secondary  lesions  of  syphilis,  particu- 
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larlj  when  they  were  suppurating  freely,  or  were  acquired,  in  rare 
cases,  from  women  in  Avhom  no  lesion  of  either  sort  was  discoverable, 
but  simply  a  purulent  vaginitis  or  endometritis.  These  cases  are  diffi- 
cult to  explain  on  the  dualistic  theory,  except  by  supposing  that  they 
are  instances  of  mistaken  diagnosis.  On  the  theory  of  pus  contagion 
of  course  their  significance  is  evident. 

9.  Repeated  inoculations  from  the  chancroid  show  progressive  en- 
feeblement  of  the  power  of  inoculation.  This  is  not  observed  in  the 
specific  diseases :  vaccine  lymph  may  be  handed  almost  indefinitely  from 
individual  to  individual,  losing  little  or  nothing  of  its  protective  power. 
It  is  observed,  however,  in  inoculation  from  ordinary  pustules,  and 
was  I'eraarked  many  times  during  the  experiments  on  "  syphilization  " 
made  in  various  countries. 

10.  Inoculation  with  the  secretion  of  a  hard  sore,  which  has  been 
irritated  so  as  to  secrete  pus,  will  produce  a  sore  in  no  wise  distin- 
guishable from  the  chancroid  (Clerc's  chancroid),  and  reinoculable 
through  a  lengthened  series  in  the  same  way.  It  can  hardly  be 
claimed  that  the  chancroidal  "virus"  has  been  generated  by  this 
irritation,  and  yet  if  some  chancroids  originate  in  this  way,  by  pus 
contagion,  why  not  all  chancroids  ? 

11.  Phagedcena  supervening  upon  a  syphilitic  sore,  has  been  experi- 
mentally shown^  to  be  transmissible  by  inoculation,  and  seems  in  such 
cases  to  have  superseded  the  syphilis  which  did  not  manifest  itself. 
We  have  recently  recorded  two  cases  of  this  character.^  This  would 
appear  to  be  an  example  of  intensely  irritant  and  destructive  pro- 
perties accidentally  acquired  by  pus,  and  of  which  the  chancroid  is 
only  a  milder  manifestation. 

On  the  other  hand,  it  is  said  that:  — 

1st.  The  chancroid  is  always  the  result  of  abrasion  or  inoculation 
of  the  secretion  of  a  chancroid,  and  has  a  distinct  individuality  dif- 
ering  from  other  forms  of  ulceration. 

2d.  That  the  bubo  accompanying  one  out  of  every  three  cases  of 
chancroid,  is  peculiar  and  characteristic. 

3d.  That  if  inflammatory  products  can  produce  chancroids,  the 
latter  would  be  much  more  frequent  on  the  hands  of  sm-geons,  nurses, 
and  others  who  are  exposed  to  daily  contact  with  pus. 

4th.  That,  admitting  the  existence  of  specific  characteristics  in  the 

'  Lectures  on  Syphilis. — Lane. 

*  Apparent  protection  from  syphilis  afforded  by  phagedtena,  Medical  News,  Feb. 
25, 1882. 
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sore,  some  corresponding  quality  must  be  conceded  to  the  pus,  and 
that — 

6th.  To  suppose  that  this  is  every  now  and  then  generated  de  novo, 
is  to  claim  that  the  operation  of  the  laws  of  nature  and  disease  may 
now  and  then  be  arrested  or  upset. 

6th.  That  chancroids  are  never  followed  by  syphilis,  and  that  in 
those  instances  in  which  it  has  been  thought  that  this  Avas  the  case, 
the  sore  was  of  the  mixed  vai*iety,  or  an  infecting  chancre  has  existed 
and  had  been  overlooked,  or  the  diagnosis  was  wrong,  the  peculiar 
characteristics  of  the  infecting  sore  not  having  been  recognized. 

7th.  That  the  successful  treatment  of  the  chancroid  requires  the 
employment  of  some  painful  cauterant  to  arrest  the  spread  of  the 
ulceration,  which  it  does  by  destroying  the  virus.  ' 

We  are  of  course  aware  that  this  is  by  no  means  an  exhaustive 
statement  of  the  opposing  views  held  on  this  subject,  but  have  thought 
it  proper  to  call  attention  to  these  diiferences  of  opinion.  We  do 
not  presume,  however,  to  decide  a  question  upon  which  so  many  emi- 
nent authorities  differ.  It  is  chiefly  important  in  its  relation  to  prog- 
nosis, as  regards  which  it  is  proper  to  say  that  the  effect  of  an 
implicit  reliance  on  the  dualistic  theory  will  often  be  found  productive 
of  error. 

"  It  is  unsafe  to  predict  confidently  that  any  venereal  ulcer,  even 
a  soft  sore  attended  with  suppurating  bubo,  will  entail  no  further  con- 
sequences. There  is  a  strong  probability  that  an  indurated  sore  will 
prove  infecting:  and  there  is  a  probability,  though  not  nearl}'-  so 
strong,  that  a  soft  suppurating  sore  will  not,  but  exceptions  to  both 
these  general  rules  will  be  met  with,  and  there  is  really  no  absolute 
proof  of  the  infecting  nature  of  any  given  sore,  but  the  fact  of  infec- 
tion itself."^] 

Diagnosis  of  Chancre.  —  Infecting  chancre  should  be  distin- 
guished from  simple  chancre.  This  diagnosis,  usually  not  difiicult, 
is  determined  by  the  characters  that  have  been  described.  The 
onset,  the  period  of  incubation,  and  the  gsneral  appearance,  are 
different.  The  infecting  chancre  is  painless  and  almost  constantly 
indurated,  it  is  generally  single,  and  is  accompanied  by  induration 
of  several  inguinal  glands.  Soft  chancre  is  often  multiple,  is  pain- 
ful, and  is  ciomplicated  with  suppurating  bubo. 


'  Lectures  on  Syphilis. — Jas.  S.  Lano,  London,  1881,  p.  23, 
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Among  the  other  lesions  which  may  be  confounded  with  infecting 
chancre  is  herpes,  which  it  is  difficult  at  times  to  diagnose  both  with 
men  and  women,  as  it  is  frequently  confluent,  forming  numerous 
groups  invading  the  entire  vulva,  and  often  occasions  an  oedematous 
swelling  of  the  labia  majora  and  minora.  Herpes,  however,  is  more 
liable  to  be  mistaken  for  mucous  patches  than  for  chancre,  although 
some  multiple  chancres  very  closely  resemble  this  aff'ection  (Dubuc)  ; 
but  these  chancres  are  generally  indurated.  Again,  herpes  is  at 
first  vesicular,  occurs  in  groups,  which  are  regularly  arranged,  and 
when  ulcerated,  still  keep  the  same  arrangement.  Finally,  herpes, 
is  attended  with  itching,  heals  in  less  than  a  week  with  simple  lotions, 
and  does  not  occasion  adenitis. 

The  difficulty  sometimes  expei'ienced  in  distinguishing  a  mucous 
patch,  with  raised  and  hard  base  and  ulcerated  surface,  from  a 
chancre,  will  be  considered  more  fully  after  the  former  lesion  has 
been  studied. 

At  times  there  are  seen  tertiary  syphilides  of  the  glans  or  vulva, 
with  a  hard  tuberculous  or  guramous  base,  and  an  ulcerated  surface, 
and  it  is  often  very  difficult,  almost  impossible,  to  differentiate  them 
from  the  initial  chancre.  If  it  should  be  determined  that  the  patient 
is  already  syphilitic,  we  must  distinguish  between  a  return  of  an  in- 
durated chancre,  and  a  late  syphilide.  Here,  it  is  to  be  apprehended, 
that  doctrinal  prejudices  are  liable  to  influence  opinion.  Pathologists 
who  believe  that  syphilis  once  contracted  remains  during  life,  can 
scarcely  admit  the  extinction  of  the  vii'us,  which  is  proved  by  a  return 
of  an  infecting  chancre.  Again,  on  the  other  side,  the  anatomical 
and  clinical  characters  of  indurated  chancres  compared  with  a  papulo- 
tubercular  tertiary  ulcer  are  the  same,  so  that,  at  the  present  time, 
from  our  knowledge  of  the  disease,  most  writers  on  this. subject  con- 
sider these  supposed  returns  of  chancres  as  tertiary  syphilides. 

The  possibility  of  the  development  of  a  simple  furuncle  upon  the 
mons  veneris,  penis,  or  glans,  is  not  to  be  forgotten.  These  small 
furuncles  probably  arise  from  some  local  irritation  and  pursue  the 
same  course  as  elsewhere.  They  are  situated  upon  a  hard  base,  and 
consist  of  slight  elevations,  the  summit  of  which  soon  becomes  whitish 
as  suppuration  takes  place. 

There  are  also  oedemas  of  the  prepuce  or  vulva,  following  coitus 
or  labor.  These  are  readily  recognized,  but  sometimes  they  are 
accompanied  by  an  abscess  of  the  prepuce,  or  quite  frequently  in 
women  by  an  abscess  of  the  vulvo-vaginal  gland.   An  abscess  of  this 
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gland  may  also  be  complicated  by  an  indurated  or  a  soft  chancre 
upon  its  suppurating  surface.  This,  however,  is  very  rare,  but  its 
possibility  should  be  I'emembered  when  such  abscesses  refuse  for  a 
long  time  to  cicatrize. 

Ulcers  due  to  arsenic  and  copper,  also  epithelioraatous  and  ele- 
phantiatic  ulcers,  shovild  not  be  forgotten  when  making  a  diagnosis. 

[The  diagnosis  of  chancre  is  a  matter  of  such  great  practical  im- 
portance, that  it  may  be  well,  even  at  the  risk  of  repetition,  to  enter 
into  it  somewhat  fully.  In  doing  so  we  shall  follow  closely  the  paper 
of  Ch.  Mauriac,  which  is  the  best  resume  of  this  subject  with  which 
we  are  acquainted: — 

1.  In  dealing  with  lesions  apparently  non-venereal  in  their  origin 
and  character,  we  should  consider  carefully  the  following  points  :  — 

a.  The  anatomical  situation  and  the  course  of  the  lesion.  Amona: 
those  particularly  to  be  viewed  with  suspicion  may  be  mentioned 
herpetiform  erosions  of  the  lips,  papules  on  the  tip  of  the  tongue, 
squamous  or  "scabby"  ulcerations  of  the  skin,  scratches  which  obsti- 
nately refuse  to  heal,  chronic  inflammations  at  the  tip  of  the  fingers 
resembling  felons,  etc. 

h.  Indolence,  absence  of  suppurative  tendencies  and  persistence  in 
spite  of  treatment,  are  negative  signs  which  should  lead  us  to  believe 
that  any  cutaneous  or  mucous  lesion  is  not  of  a  simple  nature. 

c.  If  the  morbid  products  are  slight,  rather  serous  than  purulent, 
tend  to  form  into  crusts,  or  to  assume  a  pseudo-membranous  form  upon 
an  eroded  surface,  syphilis  should  be  suspected. 

d.  The  consistence  of  the  base  upon  which  the  lesion  is  situated  is 
one  of  the  most  important  diagnostic  points,  and  should  always  be 
carefully  investigated.  If,  upon  palpation,  instead  of  the  usual  in- 
flammatory swelling  and  thickening,  shading  off  into  the  surrounding 
tissue,  we  meet  with  a  cartilaginous,  elastic,  sharply  circumscribed 
resistance,  we  may  immediately  suspect  very  strongly  that  we  are 
dealing  with  a  syphilitic  growth,  although  even  this  symptom  cannot 
be  considered  as  infallible. 

e.  If  the  lymphatics  of  the  groin  become  slightly  swollen  and  pain- 
ful and  progress  no  further,  or  if  these  symptoms  occurring  in  a 
single  gland  subside  spontaneously,  it  is  probable  that  they  are  due 
to  a  sympathetic  adenitis,  such  as  follows  many  irritations  of  the  skin 
or  raucous  membrane.  If,  on  the  contrary,  they  steadily  augment  in 
size  and  hardness,  are  almost  painless,  and  constitute  a  chain  of  little 
tumors  including  several  or  all  the  inguinal  glands,  it  may  be  con- 
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sidered  strong  presumptive  evidence  of  specific  disease,  though  even 
yet  not  conclusive. 

In  addition  to  these  points,  the  history  of  the  case  must  carefully 
be  inquired  into — the  probabilities  of  infection,  in  regard  to  which 
we  should  not  be  misled  by  the  beliefs  of  the  patient,  and  the  period 
of  incubation — which,  Avhen  it  can  clearly  be  established,  is  of 
great  value. 

Confrontation  will  often,  not  invariably,  decide  the  matter,  but,  in 
this  country  at  least,  is  rarely  obtainable. 

Difficulties  of  diagnosis  are  greatest  during  the  first  week  or  ten 
days,  and  steadily  diminish  Avith  the  age  of  the  lesion,  which,  if 
syphilitic,  is  almost  certain  to  assume  in  time  definite  character. 
The  chief  points  among  those  mentioned  are  the  period  of  incubation, 
the  presence  or  absence  induration,  and  the  condition  of  the  nearest 
lymphatic  glands.  If,  however,  all  of  these  seem  to  point  to  syphilis, 
the  experienced  observer  will  still  refrain  from  giving  a  positive 
opinion,  no  symptom  or  group  of  symptoms  being  absolutely  conclu- 
sive as  to  the  specific  character  of  any  given  primary  lesion,  cer- 
tainty only  being  attained  by  the  development  of  some  of  those 
general  or  constitutional  phenomena  which  in  from  six  to  eight 
weeks  follow  the  infecting  chancre. 

2.  The  region  occupied  by  a  chancre  may  cause  errors  or  diffi- 
culties in  diagnosis. 

a.  In  the  cephalic  region,  chancres  of  the  hairy  scalp,  of  the  supra- 
orbital prominences,  and  of  the  chin  and  cheeks  are  the  most  decep- 
tive. They  always  assume  an  ecthymatous  form,  and  are  so  con- 
cealed by  the  hair  on  the  head  that  it  is  impossible  to  judge  of  the 
character  of  their  surface.  In  all  such  cases  the  hair  must  be  carefully 
shaved,  and  if  we  then  find  that  we  are  dealing  with  an  ulceration, 
lacking  the  ordinary  characteristics  of  ecthyma,  and  glazed,  flat,  or 
even  elevated,  our  suspicions  should  be  aroused,  and  after  eight  or 
ten  days  will  usually  be  confirmed,  if  the  sore  is  chancrous,  by  the 
development  of  induration  and  of  neighboring  lymphatic  enlargement. 

Razor-cuts  on  the  chin,  cheeks,  or  lips,  which,  after  having  healed, 
re-open  and  become  covered  with  a  crust,  should  on  d  priori  grounds 
be  suspected.  This  is  equally  true  of  pseudo-furuncles,  acneiform 
pustules,  cracks  around  the  circumference  of  the  nostrils,  etc.,  which 
persist  without  giving  rise  to  pain,  and  become  bloody,  incrusted,  and 
surrounded  by  an  area  of  subinflammatory,  cedematous  swelling. 
We  should  then  carefullj'-  examine  each  day  the  preauricular,  paro- 
tidean  and  submaxillary  lymphatic  glands. 
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A  stye  which  behaves  in  an  unaccustomed  manner  or  is  accom- 
panied by  hyperplasia  of  the  lid,  or  a  conjunctivitis  which  becomes 
localized  and  causes  an  isolated  swelling,  should  be  attentively 
watched. 

In  the  neighborhood  of  the  mouth,  errors  of  diagnosis  should  be 
less  frequent  than  in  other  portions  of  the  cephalic  region,  because  it 
has  been  shown  so  extremely  often  that  the  lips,  tongue,  and  fauces 
are  frequently  brought  in  contact  with  syphilitic  discharges  and  con- 
stitute one  of  the  principal  channels  of  infection.  Here,  however,  as 
elsewhere,  the  chancre  assumes  at  the  very  outset  the  appearance  of 
ordinary  lesions.  Thus,  upon  the  lips,  the  chap,  crack,  or  fissure 
often  found  in  the  median  line,  the  little  aphthous  erosions,  herpetic 
ulcerations,  and  cigar  or  cigarette  burns,  simulate  very  closely  the 
characters  of  the  initial  lesion,  and,  as  the  latter  will  almost  invari- 
ably be  attributed  by  patients  to  some  such  ordinary  cause,  may  give 
rise  to  serious  error. 

At  the  end  of  the  first  week,  however,  the  specific  characters  of 
labial  chancre  are  usually  so  distinct  as  to  render  diagnosis  easy. 

In  several  instances,  two  of  which  have  come  under  our  own  obser- 
vation, these  chancres  have  been  mistaken  for  epithelioma  and  have 
been  excised.  The  diagnostic  differences  may  be  indicated  as  fol- 
lows : — 

Labial  Chancre.  Epithelioma. 

No    marked  differences    between  the  Twenty  times  more  common  in  males 

sexes.  tlian  in  females. 

Tlie  nicer  may  involve  either  lip.  Almost  invariably  situated  upon  the 

lower  lip. 

Occurs  at  any  age.  Rarely  occurs  before  middle  life. 

Patient  often  strong  and  robust.  Patient  usually  in  impaired  health. 

Is  insensitive.  Sliarp,  burning,  lancinating  pains. 

Regular  in  outline,   smooth  surface,  Irregular  in  outline,  ragged,  filled  with 

elevated.  fungous  granulations,  bleeding  easily. 

Indurated  and  s/ittr/j/^  ciVci(m,so/-//)c./ base.  Induration  less  cartilaginous,  unequal, 

not  clearly  circumscribed,  and  more 

extensive. 

Evolution  of  sore  usually  occupies  a  few  Sore  may  be  many  months  in  develop- 

wecks  at  tile  most.  ing  after  its  first  appearance. 

Glandular  involvement  follows  closely  Glands  are  not  implicated  for  throe  or 

on  app(!arance  of  sore.  four  months,  often  not  until  later. 

No  marked  odor  from  secretion  of  sore.  Odor  often  extremely  offensive. 

History  of  exposure  to  syphilitic  inocu-  Frequently  no  such  history. 

lation  often  obtainable. 

Heals  rapidly,   or    disappears    under  Not  affected  or  rendered  worse  by  such 

mercurial  treatment.  treatment. 


96 


SYPHILIS. 


While  there  is  a  possibility  of  error  in  diagnosis  between  a  chancre 
and  an  epitheliomatous  ulcer  when  a  macroscopical  examination  alone  is 
made,  there  is,  on  the  contrary,  no  such  apprehension  when  a  micro- 
scopical examination  of  the  lesions  is  instituted.  The  histological 
structure  and  arrangement  are  so  very  distinct  and  unlike  in  these 
lesions  that  a  mistake  cannot  well  occur.  In  the  epithelioma  wc 
have  the  ingrowing  of  the  interpapillary  layers  of  epithelial  cells,  the 
branching  or  budding  outgrowths  from  the  sebaceous  glands,  which 
constitute  the  very  characteristic  epitheliomatous  pegs,  and  the  forma- 
tion of  the  cell-nests  or  pearls  upon  these  pegs,  which  are  all  so 
strikingly  different,  when  contrasted  with  the  histological  composition 
of  a  chancre,  that  no  doubt  as  to  diagnosis  remains. 

Upon  the  sides  of  the  tongue  ulcerations,  produced  by  the  continual 
contact  of  that  organ  with  rough  and  carious  teeth,  have  been  mis- 
taken for  chancres.  This  error  should  be  guarded  against,  but  is  not 
so  serious  in  its  results  as  the  failure  to  recognize  the  peculiar  lesion 
when  it  is  situated  at  the  point  of  the  tongue,  the  possibility  of  its 
communication  to  innocent  people  being,  in  such  cases,  an  element  of 
unusual  importance.  In  the  first  five  or  six  days  it  is  impossible  to 
diagnose  it,  but  if  the  original  little  inflamed  papule  enlarges  and 
extends,  becoming  elevated  above  the  surrounding  parts,  if  its  epi- 
thelial covering  drops  off,  and  its  surface  becomes  diphtheritic  ;  if 
superficial  cauterization  with  crayons  of  nitrate  of  silver,  which  so 
rapidly  cure  the  common  small  painful  papule  of  the  tongue,  have  no 
effect  upon  it,  there  is  a  strong  presumption  that  it  is  a  chancre. 
This  will  be  confirmed  later  by  the  appearance  of  submaxillary 
glandular  enlargement  and  induration  of  the  sore. 

In  the  sloughing,  phagedenic  form  (of  which  Mauriac  has  seen  one 
case),  it  could  hardly  -be  confounded  with  cancer,  certainl}^  with 
nothing  else  except  the  later  syphilides,  and  these  will  be  considered 
later. 

Of  all  the  chancres  of  the  cephalic  region,  however,  that  of  the 
tonsils,  or  the  isthmus  of  the  fauces,  presents  the  gi-eatest  diagnostic 
difficulties,  on  account  of  the  ettaceraent  of  its  characteristics  by  the 
surrounding  inflammation. 

If  in  a  case  of  prolonged  sore  throat  there  be  an  appearance 
resembling  a  single  mucous  patch,  and  if  there  be  no  history  of  ante- 
cedent syphilitic  poisoning,  it  becomes  probable  that  the  trouble  is 
chancrous,  and  this  probability  is  greatly  increased  if  any  induration 
can  be  felt  by  palpation. with  one  finger  in  the  pharynx  and  another 
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external  to  its  ■walls  ;  if  enlargement  of  the  glands  above  the  angle  of 
the  jaw  occurs  ;  or,  of  course,  if  the  patient  confesses  to  having  been 
peculiarly  exposed  to  contamination. 

The  sore  is  much  more  common  in  this  region  in  females  than  in 
males,  Mackenzie  noting  the  fact  that  out  of  seven  cases  of  primary 
syphilide  of  the  tonsils  which  he  had  met  with,  six  were  women. 

h.  Superior  and  inferior  extremities.  Chancres  of  the  hands  are 
often  seated  at  the  margin  of  the  nail,  and  closely  resemble  simple 
whitlows.  They  may  be  diagnosed  by  their  long  duration,  their 
abrupt  limitation,  the  hardness  of  the  tissues  around  and  beneath 
them,  and  the  consecutive  engorgement  of  the  epitrochlear  ganglion. 

Upon  the  dorsal  face  of  the  phalanges  the  initial  lesion  at  first 
simulates  an  inflamed  papule  or  a  boil,  but  is  less  painful,  discharges 
no  "  core,"  and  is  elevated,  not  excavated. 

The  anterior  face  of  the  forearm  in  both  sexes,  the  anterior  surface 
of  the  thigh  in  men,  and  the  posterior  surface  in  women,  are  the  parts 
most  exposed  to  contagion. 

The  chancre  of  vaccino-syphilis  occurs  after  the  evolution  of  the 
vaccine  sore.  It  can  only  be  confounded  with  the  ulcerations  described 
by  Blot  under  the  name  of  "vaccinal  phagedenism"  which  are  rounded 
with  abrupt  borders  and  indurated  bases,  and  are  often  accompanied 
with  engorgement  of  the  axillary  lymphatic  glands.  The  diagnosis 
from  appearances  is  difiicult,  but  may  be  made  by  noticing  the  fact  that 
these  sores  run  an  acute  course,  and  are  readily  cured  by  poultices  or 
emollient  applications,  which,  of  course,  have  no  elFect  on  chancre. 

c.  Upon  the  trunk  the  mammary  and  hypogastric  regions  are  those 
most  frequently  involved.  In  the  former  locality  the  initial  lesion  is 
most  likely  to  be  mistaken  for  eczematous  excoriations,  fissures,  and 
small  furuncular  or  papillary  tumors.  The  diagnosis  rests  upon  the 
presence  of  the  characteristic  induration,  elevation,  etc.,  and  upon  the 
poly-ganglionic  axillary  enlargement.  In  cases  where  syphilis  has 
been  transmitted  during  suckling,  confrontation  is  almost  invariably 
possible,  and  furnishes  the  most  satisfactory  guide. 

Chancres  of  the  hypogastrium  are  generally  large  and  ulcerating, 
and  are  most  liable  to  be  mistaken  for  chancroids. 

d.  Genital  organs.  The  diagnosis  of  sores  situated  in  this  locality, 
is  chiefly  between  chancre,  chancroid,  and  herpetic  ulceration.  The 
diagnostic  table  given  below  expresses  the  main  points  of  difterence. 
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Initial  Lesion  of  Sypiiius. 

Origin — 
Due  to  contagion  from 
a  cliaucre,  a  syphilitic 
lesion,  or  blood,  or  pus 
from  a  person  having 
syphilis. 


Incubation — 

Not  less  than  ten  days  ; 

often  three  weeks  ;  very 

rarely    six    to  eight 

weeks. 
Situation — 

Most  frequent  upon  the 

genitals. 

Often  seen  on  the  hands, 
nipples,  lips,  etc. 

Commencement — 
Begins  as  an  erosion, 
papule,  tubercle,  or  ul- 
cer. May  remain  with- 
out ulceration  through 
its  entire  course. 

Nwrdier — 

Single  or  simultaneous- 
ly multiple ;  occasional- 
ly but  rarely  succes- 
sively multiple. 

Shape — 

Round,  oval,  or  symme-^ 
trically  irregular. 

Depth— 

Usually  superficial — 
cup-shaped  or  saucer- 
shaped — or  may  be  ele- 
vated. 

Surface — 

Smooth,  shining,  red, 
glazed ;  diphtheritic 
membrane  or  scab. 


Local  Venereal  Ulcer. 

Usually  due  to  contact 
with  pus  from  a  similar 
sore,  or  to  accidental 
inoculation  of  the  secre- 
tion of  a  chancre  upon  a 
person  already  affected 
with  syphilis ;  more 
rarely  to  the  irritation 
of  piTS  from  other 
sources.. 

None. 


Almost  always  upon  the 
glans  penis  or  prepuce  ; 
rare  upon  other  portions 
of  the  genitals  ;  scarcely 
ever  seen  elsewhere. 

Begins  as  a  pustule  or 
ulcer. 


Often  multiple,  frequently 
by  auto-inoculation. 


Round,  oval,  or  unsym- 
metrically  irregular  with 
border  described  by  seg- 
ments of  large  circles. 

Hollow,     excavated,  or 
"  punched  out." 


Rough,  uneven,  "worm- 
eaten,"  warty,  whitish- 
grayish,  pultaceousi 


Herpetic  Ulceration. 

Mechanical  irritation;  fric- 
tion, as  in  sexual  inter- 
course ;  chemical  irrita- 
tion, as  of  acrid  dis- 
charges ;  uncleanliness. 
Occasionally  follows  cold 
or  fever ;  may  be  a 
neurosis. 


None. 


Glans   penis   and  inner 
layer  of  prepuce. 


Begins  as  a  group  of  vesi- 
cles, which  may  coalesce 
or  may  ulcerate  singly. 


Multiple,  apt  to  be  con- 
fluent. 


Irregular,  edges  serrated 
or  described  by  seg- 
ments of  small  circles. 


Superficial. 


Same  as  local  ulcer,  but 
more  superficial. 
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Initial  Lesion  of  Syphilis. 

Secretion — 

Scanty,  serous,  auto-in- 
oculable  w  ith  great  difR- 
cnlty,  producing  either 
a  chancroidal  sore  or  in 
rare  cases  a  second  sore 
like  the  first. 

Induration — 

Almost  always  present ; 
firm,  cartilaginous,  or 
parchment-like ;  cir- 
cumscribed, terminat- 
ing abruptly ;  movable 
upon  subjacent  parts  ; 
skin  not  adherent ;  usu- 
ally persistent :  disap- 
pears under  specific 
treatment. 

Sensibility — 

Very  little  or  no  pain. 

Course — 
Usually  regularly  pro- 
gressive towards  health, 
the  sore  often  healing 
spontaneously.  Phage- 
dena uncommon.  Sec- 
ond attack  also  very 
rare. 


Histology — 

A  new  cell-growth. 
Very  little  destruction  of 
tissue. 

Bubo— 

Constant,  painless, mul- 
tiple. 

Prognosis — 
Good  locally ;  constitu- 
tional syphilis  will  fol- 
low in  the  great  majo- 
rity of  cases,  but  in  a 
few  may  not  appear,  or 
may  be  prevented  by 
treatment. 
Treatment — 
Excision    when  seen 
early,  other  local  treat- 
ment ineffective. 


Local  Venereal  Ulcek. 

Abundant,  purulent. 
Readily  auto-inocuhated . 


Only  exceptionally  pre- 
sent, may  be  caused  by 
caustics  or  other  irri- 
tants, or  by  simple  in- 
flammation ;  boggy,  in- 
elastic, shades  off  into 
surrounding  parts  to 
which  it  is  adherent ; 
disappears  soon  after 
cicatrization. 

Painful. 

Irregular,  may  cicatrize 
rapidly  or  may  extend, 
taking  on  phagedenic 
action.  No  protection 
against  a  second  attack. 


An  ulceration  with  more 
or  less  loss  of  sub- 
stance. 

In  one-third  of  the  cases  ; 
painful,  inflammatory, 
single. 

More  serious  locally  on  ac- 
count of  loss  of  tissue  ; 
occasional  refusal  to 
heal  and  possibility  of 
phagedena.  Very  rarely 
is  followed  by  syphilis. 

Local  treatment  curative. 


Herpetic  Ulceration. 

Moderate  secretion,  auto- 
inoculated  with  diffi- 
culty. 


Same  as  local  ulcer. 


Painful. 

May  spread  in  exceptional 
cases,  by  the  appear- 
ance of  successive  crops 
of  vesicles.  Usually 
heals  promptly  under 
mild  local  treatment. 
Likely  to  recur,  espe- 
cially in  iincleauly  pa- 
tients with  long  fore- 
skins. 

Originally  an  elevation  of 
the  epidermis  in  spots 
by  an  effusion  of  serum. 

Rare.  When  it  does  occur 
painful,  single,  inflam- 
matory. 

Always  good  if  the  diagno- 
sis be  absolute.  Should 
be  guarded  when  there 
is  the  least  doubt  as  to 
tlie  herpetic  character 
of  the  affection. 

Local. 
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Chancres  of  the  meatus  are  more  often  syphilitic  than  simple  in 
their  character.  In  the  former  case,  they  are  attended  with  little  or 
no  ulceration,  are  confined  to  one  lip  of  the  meatus,  are  accompanied 
by  the  usual  induration  and  glandular  involvement,  and  are  often, 
indeed  usually,  not  discovered  by  the  patient,  who  imagines  he  has  a 
gonorrhoea.  Chancroid  of  the  meatus  is  irregular  in  shape,  ulce- 
rated, involves  both  lips,  is  painful,  and  does  not  have  the  character- 
istic indui'ation. 

The  diagnosis  between  infecting  urethral  chancre  and  gonorrhoea 
may  be  tabulated  as  follows  : — 


Infecting  Ukethbal  Chancee. 

Incubation  almost  invariably  more  than 
ten  days. 

Always  occupies  the  meatus,  certainly 
never  posterior  to  the  fossa  naviou- 
laris. 

One  lip  of  meatus,  red,  swollen,  everted. 
Induration  characteristic. 

Discharge  slight,  serous,  or  sero-saii- 
guinoleut. 

Ardor  iirinse  if  present,  only  felt  at  ex- 
treme orifice  of  urethra. 

Chordee  and  vesical  symptoms  absent. 

Uninfluenced  by  anti-blennorrhagics  and 
injections  ;   rapidly  disaj)pears  under 
mercurial  treatment. 


GONOEKUOJA.  / 

Incubation  almost  invariably  under  ten 
days,  or  more  properly  absent  alto- 
gether. 

Beginning  at  or  near  the  meatus  soon 
extends  backward,  involving  the 
deeper  region  of  the  urethra. 

Both  lij)s  of  meatus  affected. 

CEdema  or  ordinary  inflammatory  hard- 
ness. 

Discharge  abundant,  purulent,  or  muco- 
purulent. 
Felt  for  some  distance  back. 

Usually  present  in  a  greater  or  less  de- 
gree. 


The  reverse  is  true. 


The  small  hard  tumors  which  occasionally  appear  or  may  be  felt 
along  the  under  surface  of  the  penis  during  an  attack  of  gonorrhoea, 
and  which  are  due  to  inflammation  and  enlargement  of  the  follicles, 
should  not  be  confused  with  chancre.  They  usually  feel  like  grains 
of  sand  or  small  peas  directly  beneath  the  skin,  are  situated  behind 
the  fossa  navicularis,  have  no  characteristic  induration,  and  subside 
spontaneously  or  go  on  to  suppuration. 

When  phimosis  exists,  the  diagnosis  between  sub-preputial  chancres 
and  chancroidal,  herpetic,  or  balanitic  ulcerations  is  often  one  of  great 
difficulty.   It  should  be  founded  on  the  following  considerations  : — 
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SCB-PKEPUTIAL  CuANCKE. 

The  incubation  is  that  of  chancres,  ten 
to  twenty-one  days — or  more. 

If  the  site  of  the  original  trouble  can  be 
felt  or  can  be.described  by  the  patient, 
it  will  be  found  to  be  single. 

Inflammatory  phenomena  comparatively 
slight. 

Swelling,  hard,  dry,  indurated  charac- 
teristically. 

The  discharge  from  the  preputial  orifice 
is  moderate,  thin,  serous  or  bloody, 
not  readily  inoculable. 

The  margins  of  the  preputial  orifice  are 
not  markedly  inflamed  or  ulcerated. 

At  some  point  the  induration  can  proba- 
bly be  isolated  from  the  surrounding 
tissues,  and  raised  and  felt  between 
the  thumb  and  finger. 

Syphilitic  buboes  are  invariably  pre- 
sent. 


SUB-PKEPLTTIAL  UlOEIIATION  (nOT 

SYpniLrric). 

The  interval  between  the  exposure  and 
the  subsequent  ulceration,  swelling, 
etc.,  is  much  shorter. 

Several  points  of  ulceration,  abrasion, 
or  pustulation,  will  usually  be  found' 
or  described. 

Inflammatory  phenomena,  heat,  pain, 
redness,  swelling,  very  marked. 

Swelling  oedematous,  sero-purulent,  like 
that  of  plilegmonous  erysipelas. 

Discharge  profuse,  purulent,  usually 
very  irritating,  and  apt  to  be  inocu- 
lable both  accidentally  and  exijeri- 
mentally. 

Almost  invariably  ulcerated. 

This  is  usually  not  possible,  no  distinct 
dividing  line  existing. . 

Buboes,  if  present  at  all,  are  of  an  in- 
flammatory character. 


The  diagnosis  between  a  new  indurated  chancre  and  an  ulceration 
occupying  the  site  of  an  old  chancre,  the  induration  of  which  has 
never  entirely  disappeared — "  relapsing  chancre" — is  extremely  diffi- 
cult, and  unless  a  clear  history  of  the  case  can  be  obtained,  is  impos- 
sible. 

The  latter  cases  are  often  reported  as  instances  of  a  second  syphi- 
litic infection. 

The  opinion  must  be  based  upon  the  presence  or  absence  of  a 
syphilitic  history  and  the  circumstances  of  the  exposure,  incubation, 
etc.  The  possible  effect  of  local  irritation  on  an  old  indurated  mass, 
should  always  be  taken  into  account. 

The  prognosis  of  syphilitic  chancre  considered  as  a  local  affection 
depends  chiefly  upon  the  seat  of  the  lesion,  A  chancre  of  the  con- 
junctiva may  give  rise  to  a  grave  ophthalmia  ;  a  ciiancre  of  the 
tongue  or  of  the  fauces  may,  through  interference  with  mastication, 
deglutition,  and  digestion,  cause  great  general  debility. 

As  regards  the  genital  organs,  however,  the  prognosis  is  almost 
uniformly  favorable.  Phagedenic  or  gangrenous  processes  are  rare, 
ulceration  even  is  usually  very  slight,  or,  if  seemingly  extensive,  is 
apt  to  be  at  the  expense  of  the  neoplasm  and  not  of  the  normal  tfissues. 
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The  relation  between  the  constitutional  disease  of  which  the  chan- 
cre is  the  precursor,  and  the  sore  itself  is  a  question  of  great  interest. 

It  may  be  at  once  acknowledged,  however,  that  our  infoi'mation 
upon  this  point  is  deficient.  We  are  able  neither  to  predict  the  form 
of  local  lesion  from  the  character  of  the  source  of  infection,  nor,  on 
the  other  hand,  can  we,  with  any  accuracy,  forecast  the  constitutional 
condition  which  will  result  from  any  given  sore.  The  varieties  of 
the  chancre  in  form,  extent,  etc.,  depend  more  upon  local  causes  or 
upon  the  idiosyncrasies  of  the  patient,  than  upon  any  special  source  or 
peculiarity  of  the  virus. 

Every  syphilographer  of  experience,  has  seen  the  most  widely 
differing  forms  of  initial  lesion  derived  from  the  same  individual. 

Mauriac  mentions  a  case  in  point :  — 

Two  men  contracted  syphilis  from  the  same  woman.  In  one,  after 
an  incubation  of  a  month,  a  large,  markedly  indurated  chancre  ap- 
peared, and  persisted  for  six  weeks  ;  the  other,  at  the  end  of  five 
weeks,  had  a  very  small,  scarcely  indurated  chancrous  erosion  which 
disappeared  in  two  week's. 

The  same  diversity  exists  in  the  forms  of  constitutional  disease 
arising  from  a  given  focus  of  infection. 

It  is  probably  safe  to  say,  that  a  rapidly  ulcerating  and  unusually 
extensive  or  obstinate  chancre,  indicates  a  grave  form  of  early  syphi- 
lis, but  as  the  first  secondary  symptoms  and  the  chancre  are  nearly 
contemporaneous,  their  apparent  relation  may  be  simply  the  effect 
upon  them  both  of  a  general  constitutional  condition. 

The  amount  of  glandular  implication  is  also  an  entirely  unreliable 
guide,  and  presents  all  sorts  of  variable  phenomena. 

It  may  be  said  in  conclusion  of  this  question  of  prognosis,  that 
while  "primary  syphilis  permits  us  to  anticipate  to  a  certain  lim- 
ited extent  the  character  of  the  early  secondary  developments,  it  fur- 
nishes no  reliable  basis  for  opinion  as  to  the  viscei'al  and  other 
affections  of  the  later  periods."] 

Treatment  of  Chancre. — The  treatment  of  indurated  chancre  is 
very  simple;  it  tends  naturally  to  recovery,  as  a  local  lesion.  There 
is  but  little  to  be  done  except  to  apply  suitable  lotions  or  ointments, 
or  to  isolate  the  sore  by  means  of  charpie.  Should  extirpation  of  the 
chancre  be  performed?  The  statistics  given  by  Auspitz  and  Unna 
are  very  favorable,  as  has  been  shown  in  Chapter  I.  ;  they  give  the 
hope  that  the  entire  removal  of  a  chancre,  at  its  beginning,  Avill  pre- 
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vent  syphilitic  infection.  Therefore,  the  operation  may  be  undertaken, 
if  the  chancre  is  situated  in  an  accessible  region,  and  one  which  will 
admit  of  interference ;  for  example,  the  labia,  or  the  free  portion  of 
the  prepuce. 

The  question  whether  anti-syphilitic  treatment  should  be  immedi- 
ately begun  when  the  presence  of  an  indurated  chancre  is  recognized, 
has  been  answered  difi'erently  by  different  writers.  Several  authors, 
and  particularly  Diday,  do  not  give  mercury  during  the  course  of  the 
chancre,  waiting  until  the  secondary  symptoms  make  their  appearance 
before  instituting  mercurial  medication. 

It  appears  certain  that  mercurial  treatment  during  the  period  of 
acme  of  chancre  does  not  stop  the  evolution  of  syphilis  nor  prevent 
secondary  symptoms ;  yet  th^  regular  administration  of  mercury  dur- 
ing the  period  of  the  chancre,  or  after  its  cicatrization,  may  retard  the 
appearance  of  these  symptoms.  Since  these  eruptions  occur,  as  they 
do,  at  the  end  of  the  second  month  from  the  first  appearance  of  the 
chancre,  or  in  three  or  five  months  even  when  mercury  has  been  ad- 
ministered, it  seems  to  many  physicians  unimportant."  Some  prefer  not 
to  give  mercury,  permitting  the  disease  to  take  a  natural  course.  In 
the  hospital  of  Lourcine,  when  the  Avomen  are  admitted  with  a  chan- 
cre, it  has  generally  begun  to  cicatrize  ;  they  almost  always  present 
secondary  symptoms,  mucous  patches,  or  beginning  roseola,  so  that 
mercurial  treatment  is  immediately  begun.  The  administration  of 
mercury  will  be  more  fully  described  when  the  general  antisyphilitic 
treatment  is  considered. 

Although  the  treatment  of  indurated  chancre  is  not  very  important, 
it  is  different  with  soft  chancre,  which  has  a  great  tendency  to  extend 
and  inoculate  the  patient.  It  also  frequently  occasions  suppurating 
buboes,  and  even  goes  on  to  phagedenic  ulceration,  therefore  it  is 
necessary  to  destroy  it  as  soon  as  recognized.  It  may  be  cauterized 
with  the  actual  cautery,  with  nitric  or  sulphuric  acid,  with  Vienna 
paste,  etc.  The  caustic  preferred  by  Ricord  and  many  others,  is 
carbo-sulphuric  paste,  consisting  of  powdered  charcoal  made  into  a 
paste  with  sulphuric  acid.  It  has  the  advantage  of  forming  a  black 
scab  when  placed  upon  the  chancrous  ulcer,  and  remaining  until  the 
granulations  beneath  become  healthy,  so  that  when  the  scab  falls  oft 
the  chancre  is  seen  in  a  healing  condition. 

If  cauterization  be  refused  by  the  patient,  we  advise  rest  to  prevent 
suppuration  of  the  bubo,  and  apply  astringent  washes,  or  dust  the 
ulcer  with  powdered  iodoform. 
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[It  has  been  for  many  years  the  almost  universal  custom  to  cauter- 
ize freely  all  soft  or  suppurating  venereal  ulcers,  i.  e.,  all  sores  diag- 
nosed as  chancroids,  whether  situated  on  the  genital  regions  or 
elsewhere.  This  plan  of  treatment  was  adopted  avowedly  because 
the  soi'e  being  attributed  to  the  action  of  a  specific  virus,  it  was 
thought  necessary  absolutely  to  destroy  that  virus  before  any  healthy 
reparative  action  could  take  place.  Manifestly  if  the  chancroid  be 
regarded  as  an  inflammatory  ulcer,  resulting  from  pus  contagion,  it  is 
no  more  requisite  to  use  painful  cauterants  in  its  treatment,  than  it 
would  be  in  a  case  of  ulceration  following  a  burn  or  scald.  On  the 
other  hand,  it  may  be  said  that  if  the  theory  of  specificity  be  assumed 
to  be  true,  there  are  yet  reasons'  for  believing  that  during  the  past 
twenty  years  the  chancroid  has  been  so  modified  in  character  and 
tendencies  as  no  longer  to  require  the  active  measures  instituted  by 
our  predecessors. 

Experiments  have  shown  that  after  repeated  inoculations,  chan- 
croids lose  all  their  virulence,  and  that  it  even  becomes  impossible  to 
transmit  them  in  this  manner,  the  same  fact  being  true  as  regards  the 
inoculation  of  other  purulent  secretions.  During  the  last  half  century 
it  is  possible  that  chancroids  have  undergone  this  progressive  enfee- 
blement  while  being  handed  from  person  to  person — a  process  similar 
to  experimental  inoculation — and  that  they  have  consequently  become 
much  milder  in  type. 

Leaving  aside,  however,  these  theoretical  considerations,  the  prac- 
tical question,  that  which  most  concerns  both  the  physician  and 
the  patient,  is,  as  in  every  other  case  of  disease,  what  is  at  once  the 
speediest  and  the  safest  method  of  cure  ? 

The  objections  to  cauterization,  which  have  been  well  set  forth  by 
Dr.  Greenough,  in  the  paper  already  mentioned,  are  as  follows: — 

First.  The  pain  to  which  it  gives  rise,  and  which  to  many  patients 
is  almost  unbearable. 

Second.  The  inflammatory  action  which  follows,  and  which  often  in 
the  case  of  the  male,  produces  enough  oedema  and  swelling  to  cause 
phimosis,  and  thus  to  conceal  the  sore  and  prevent  the  proper  appli- 
cation of  remedies. 

Third.  The  subsequent  efiusion  of  lymph  which  is  apt  to  cause  an 
induration  closely  resembling  that  of  the  true  chancre,  and  thus  to 
greatly  obscure  the  diagnosis. 

'  On  the  Treatment  of  Chancroid,  by  F.  B.  Greenough,  M.D.,  Boston  Med.  and 
Surg.  Jour.,  Jan.  11,  1877. 
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Fourth.  The  occurrence  of  sympathetic  buboes,  which  are  much 
more  likely  to  complicate  the  case  if  the  additional  powerful  irrita- 
tion of  cauterization  be  added  to  that  of  the  original  disease. 

Admitting  then  that  these  are  valid  objections  to  the  use  of  the 
cautery,  it  remains  simply  to  inquire  whether  there  are  advantages 
numerous  or  important  enough  to  outweigh  them,  the  question  thus 
becoming  one  to  be  settled  largely  by  clinical  observation. 

During  five  years — since  the  spring  of  18Y7 — we  have  seen  and 
treated  in  the  venereal  dispensary  of  the  University  Hospital,  in  the 
venereal  wards  of  the  Philadelphia  Hospital,  and  in  private  practice,  a 
large  number  of  chancroidal  ulcers,  and  during  that  time  have  only 
used  cauterization  under  certain  exceptional  circumstances  presently 
to  be  mentioned.  The  favorite  application,  but  not  on  account  of  any 
supposed  specific  action,  has  been  iodoform  in  powder,  ointment  or 
ethereal  solution ;  the  general  rule  has  been  followed  of  meeting  indi- 
cations— that  is,  of  using  sedative  lotions,  lead-water,  or  lead-water 
and  laudanum,  or  sulphate  of  zinc  and  opium,  in  the  acutely  inflamed 
painful  sores,  and  of  using  stimulating  washes — sulphate  of  copper, 
strong  zinc  solutions,  nitrate  of  silver,  etc. — upon  indolent,  pale  and 
flabby  ulcers.  Special  indications  having  been  met,  iodoform  gener- 
ally completed  the  cure.  As  compared  with  the  former  methods  of 
treatment,  we  are  confident  that,  while  avoiding,  to  a  great  extent, 
the  complications  above  mentioned,  we,  at  the  same  time,  noticeably 
shortened  the  period  required  for  healing.  The  unreliability  of  hos- 
pital cases,  which  of  course  make  the  bulk  of  the  statistics,  and  which 
disappear  long  before  entire  recovery,  prevents  us  from  giving  exact 
figures,  but  it  would  be  safe  to  say  that  the  average  time  of  cure  did 
not  exceed  ten  days  or  two  weeks.  In  a  few  cases  in  which  after  four 
or  five  days'  treatment  no  tendency  to  reparative  action  is  observable 
it  becomes  necessary  to  employ  a  cauterant,  and  fuming  nitric  acid  or 
bromine  should  be  thoroughly  applied  to  the  surface  of  the  ulcer  with 
the  idea  of  destroying  the  unhealthy  granulations  and  surrounding 
them  with  a  layer  of  plastic  lymph  which  at  once  resists  further  ulcer- 
ative action,  and  furnishes  a  basis  for  new  growth.  Special  formulae 
for  lotions,  powders,  and  ointments  may  be  found  in  all  manuals  and 
text-books  on  these  subjects. 

The  local  treatment  of  infecting  chancre  is  of  very  little  importance 
except  as  regards  the  question  of  excision.  Healing  will  take  place 
in  the  great  majority  of  cases  under  any  emollient  application,  or 
without  any  if  only  cleanliness  be  observed. 
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CauterizatioQ,  except  in  a  few  instances  to  be  mentioned,  is  worse 
than  useless  in  cases  without  gangrenous  or  phagedenic  tendencies, 
because,  on  the  one  hand,  it  retards  rather  than  hastens  cicatrization, 
and,  on  the  other,  is  manifestly  inferior  to  excision  as  an  abortive 
method. 

We  feel  no  hesitation  in  saying  that  the  evidence  in  favor  of  this 
latter  procedure  is  sufficiently  conclusive  to  warrant  its  adoption  in 
most  instances. 

No  other  plan  of  treatment  results  in  so  speedy  a  return  to  local 
health.  If  the  chancre  be  picked  up  with  a  pair  of  vulsellura  forceps, 
and  removed  by  a  sweep  of  the  knife  or  by  means  of  curved  scissors, 
the  wound  Avill  usually  heal  within  two  or  three  days,  and  without 
complication. 

The  statistics  in  reference  to  its  influence  upon  the  subsequent 
development  of  the  disease  have  already  been  given,  but  we  may 
add  that  the  opinion  deduced  from  them  has  been  greatly  strengthened 
by  our  personal  experience.  For  a  few  months  we  have  excised  most 
of  the  typical  infecting  chancres  which  have  come  under  our  notice, 
and  which  have  been  favorably  situated  for  the  operation.  In  the 
majority  of  cases,  some  fifteen  or  twenty  in  number,  syphilis  has 
followed,  but  in  a  few  it  seems  probable  that  constitutional  disease 
has  been  prevented.  As  most  of  them  are  unavoidably  open  to  the 
doubt  as  to  accuracy  of  diagnosis,  so  often  urged  against  this  form 
of  proof,  Ave  do  not  give  them  in  detail,  although  ourselves  convinced 
of  the  great  probability  that  they  would  have  been  followed  by 
syphilis  if  uninterfered  with.  In  two  cases,  however,  we  have  had 
an  opportunity  of  confirming  the  diagnosis  by  confrontation,  and  found 
that  the  sores  had  been  derived  from  women  with  active  syphilis,  in 
both  cases  with  mucous  patches.  In  one  of  the  male  patients  there 
was  slight  glandular  involvement,  which  has  since  subsided ;  in  the 
other  no  glandular  trouble  was  discoverable.  In  both  the  ordinary 
time  of  development  of  constitutional  syphilis  has  long  since  passed, 
and  no  sign  of  general  syphilis  has  manifested  itself. 

Unless  some  hitherto  unnoticed  and  untoward  results  should  follow 
this  little  operation,  it  seems  proper  to  us  to  employ  it  in  all  cases 
except  those  where  an  unusually  deep  induration  occupies  the  tissues 
of  the  glans  itself.  In  these,  which  are  not  very  common  fortunately, 
it  may  fairly  be  doubted  whether  the  probabilities  of  protection  are 
sufficient  to  compensate  for  the  pain  and  the  deformity  resulting  from 
excision.   In  such  cases,  or  in  those  where  the  patient  for  any  reason 
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refuses  the  more  radical  operation,  cauterization  may  be  employed, 
but  with  greatly  diminished  chances  of  benefit.  Nitric  or  sulphuric 
acid  should  always  be  used  for  this  purpose,  and  should  be  freely 
applied  and  pressed  into  all  the  interstices  of  the  sore. 

The  reasons  for  and  against  the  mercurial  treatment  of  chancre 
will  be  given  in  the  chapter  on  the  treatment  of  syphilis.] 
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CASE  I. 

Indurated  chancre  of  the  right  labium  majorum — Excision — 
Histological  examination. 

J.,  a  cook,  fet.  25,  admitted  to  Lourcine  May  16,  1878.    Bed  No.  21. 

No  special  personal  or  hereditary  history.    She  has  had  three  children. 

Three  weeks  previous  she  perceived  upon  the  right  labium  majorum 
the  lesion  for  which  she  entered  the  hospital. 

This  lesion  consists  of  a  considerable  swelling  of  the  right  labium 
involving  the  nympha  upon  the  same  side.  At  the  inferior  third  of  the 
labium  majorum  is  found  an  erosion  about  the  size  of  a  ten  cent  piece. 
It  is  limited  by  a  scab-like,  yellowish  swelling  formed  of  epithelial  cells. 
This  swelling  causes  a  slight  elevation  measuring  about  one  to  one  and 
a  half  millimetres.  The  remainder  of  the  surface  of  the  cliancre  is  eroded. 
There  is  also  seen  a  dotting  of  small  red  spots,  and  yellowisii-gray  spaces, 
consisting  of  false  membrane,  resembling  diphtheritic  membrane,  adherent 
and  about  half  a  millimetre  thick.  If  this  membrane  be  removed  with  the 
forceps,  the  tissue  beneath  slightly  bleeds. 

This  chancrous  erosion,  more  convex  than  excavated,  presents  a  mani- 
fest induration  of  its  base  and  margins.  The  induration  is  insensibly 
blended  with  the  diffused  and  resistant  oedema  of  the  labium. 

Alongside  of  the  lesion,  and  internally,  that  is,  upon  the  right  nympha, 
at  its  free  border,  is  found  a  festooned  erosion,  with  irregular  surface,  cov- 
ered by  thick  layers  of  epithelium.  The  base  of  this  erosion  presents  an 
evident  induration. 

Upon  the  internal  surface  of  the  right  labium  are  found  three  superficial, 
circular  erosions,  as  large  as  lentils,  coffee  colored,  and  not  indurated. 
The  ulcerations  of  the  nympha  have  appeared  consecutive  to  the  chancre 
of  the  labium.  Two  or  three  hard,  lymphatic  glands,  as  large  as  hazel- 
nuts, exist  upon  both  sides  in  the  groin. 

The  skin,  the  scalp,  and  the  mucous  membrane  do  not  present  any 
change.  Cervical  lymphatic  glands  are  not  abnormal.  No  fever.  Slight 
chlorosis. 

17th.  The  indurated  chancre  of  the  right  labium  was  excised.  The 
portion  removed  measured  nearly  two  centimetres  in  diameter,  and  one 
in  thickness.    Ordered  liquor  of  Van  Swieten.' 

20th.  Tlie  wound  caused  by  removing  the  chancre  is  almost  cicatrized  ; 
it  is  elongated,  a  little  depressed,  its  surface  is  grayish,  pultaceous.  Tiie 
tissue  forming  the  base  of  the  cicatrix  is  still  sliglitlj''  hard,  but  not  more 
so  than  the  tissue  of  the  labium  which  is  as  (edematous  as  it  was  on  the 
first  day  we  saw  it. 


'  Corrosive  sublimate  1  part. 

Alcohol  100  parts. 

Distilled  water   900  parts. 
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The  ulceration  of  the  left  nymplia  has  not  changed  its  appearance,  and 
is  still  a  little  indurated.  The  erosions  upon  the  internal  surface  are  not 
changed,  and  the  nynipha  continues  (Edematous. 

The  inguinal  glands  have  slightly  increased  in  size. 

2Gth.  The  wound  continues  to  heal. 

The  ulceration  of  the  left  labium  minorum  is  completely  covered  with  a 
whitish,  adherent  coating,  composed  of  epithelial  cells  and  leucocytes  ;  the 
surface  beneath  this  Axlse  membi-ane  is  bleeding. 

29th.  Mucous  patches  are  observed  upon  both  thighs. 

June  6th.  The  wound  of  the  right  labium  is  entirely  healed,  and  has  a 
brownish  color.  The  labium  is  still  swollen.  The  ulcerations  of  the 
nympha  and  the  mucous  patches  upon  the  thighs  have  disappeared. 

The  patient  left  the  hospital  on  the  18th  of  June  in  the  same  condition. 

Histological  Examination  of  the  CJianore. — The  piece  was  hard- 
ened in  Miiller's  fluid,  gum,  and  alcohol.  Fig.  4  is  a  drawing  of  an 
entire  section  of  this  chancre,  enlarged  15  diameters.  The  papillae 
are  hypertrophied,  and  the  epidernjic  layers  increased  in  thickness  at 
the  margins  of  the  chancre,  p  and  d.  This  thickening  of  the  epider- 
mic layers  and  the  inflammation  of  their  cells  were  very  distinct,  even 
upon  the  surface  of  the  chancre  and  near  its  borders,  especially  where 
the  hairs  emerge.  In  Fig.  6  we  have  drawn  a  section  of  the  super- 
ficial layers  of  the  epidermis  upon  the  chancre  near  its  border,  where 


Section  from  the  surface  of  an  Indurated  cliancro,  showing  the  suppnriition  in  the  epidermis, 
o.  Layer  of  pus-corpuscles  interposed  hetween  the  superficial  corneous  lamina,  c,  and  a  lamina 
of  deep  corneous  cells,  rf.  At  c' are  seen  the  corneous  cells  having  their  nuclei  atrophied,  b. 
Isolated  pus-corpuscles,   m.  Cells  of  the  rote  raucosum.    X  I'^O- 

a  hair  follicle  exists.  This  drawing,  magnified  150  diameters,  shows 
the  suppurating  foci  in  the  corneous  cells  of  the  epidermis ;  the  forma- 
tion of  small  excavated  cavities  in  these  cells,  as  at  c ;  the  small 
islands  of  pus-corpuscles,  d,  limited  on  all  sides  by  epidermic  cells. 
The  larger  cavities  have  changed  the  corneous  epidermis  into  a 
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reticulum  with  large  meshes,  formed  of  corneous  cells,  filled  with 
pus. 

Upon  other  parts  of  the  surface  of  the  chancre  we  see  pus-corpus- 
cles arranged  in  groups,  which  are  interposed  between  the  corneous 
epidermic  layers.  Thus  Fig.  18  shows  a  layer  of  round  corpuscles 
placed  between  the  laminge,  c  and  d,  of  the  superficial  epidermis. 

The  rete  mucosum  presents,  similar  lesions,  particularly  in  the 
epithelial  sheath  of  a  hair  represented  in  Fig.  6.  Here  are  seen 
excavated  cells,  c,  and  small  cavities  filled  with  pus,  n. 

The  epithelial  layer  at  the  centre  of  the  ulcerated  chancre  was 
thinned  and  mixed  with  pus.  At  this  point  the  papillae  form  a  layer 
in  which  they  are  each  a  little  increased  in  size.  The  lesions  of  the 
connective  tissue,  the  infiltration  of  lymph-cells,  the  inflammatory 
thickening  of  the  cells  are  readily  seen. 

In  the  region  in  which  the  sudorific  glands  are  found,  in  the 
tissue  of  new  formation  of  the  chancre,  they  are  scarcely  changed. 
The  peripheral  connective  tissue  especially  is  inflamed,  and  forms 
around  the  segments  of  their  convolutions  a  border  of  small  round 
cells.  Here,  also,  the  epithelial  cells  are  a  little  enlarged,  and  the 
ducts  larger  than  normal.  Upon  transverse  section,  the  lumen  of  the 
ducts,  lined  with  epithelial  cells,  frequently  presents  in  its  interior 
round  cells,  which  are  only  the  desquamated,  free  peripheral  cells. 


CASE  II. 

Indurated  Chancre  of  labium  minorum — Excision — Histological 
examination  of  chancre. 

E.  B.,  seamstress,  Eet.  19,  until  now  has  always  enjoyed  good  health 
No  special  personal  or  hereditary  history. 

Five  days  previous  she  first  observed  a  small  painful  pimple  upon  the 
right  nympha.  The  pimple  gradually  increased  in  size  and  finally  changed 
into  a  superficial  ulcer.  She  bathed  it  frequently,  but  it  did  not  dis- 
appear, and  she  entered  the  hospital — St.  Clement  ward,  June  2Gth,  1878. 

At  the  free  border  of  the  inferior  half  of  the  riglit  nymplia,  upon  its 
internal  surface,  is  found  a  small  superficial  round  ulcer,  about  eight 
millimetres  in  diameter.  This  slightly  excavated  erosion  is  covered  with 
a  brownish  closely-adherent  scab.  Tlie  margins  and  base  of  the  chancre 
are  distinctly  indurated,  and  have  a  cartilaginous  feel,  seeming  to  be  a 
centimetre  thick. 

The  right  .nympha  is  very  (Edematous,  but  the  induration  is  very  easily 
distinguished  from  the  surrounding  tissue. 

In  the  right  inguinal  fold,  are  found  two  glands  as  large  as  small  hazel- 
nuts, which  are  very  hard,  and  roll  beneath  the  finger. 
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Two  or  three  small  glands  are  felt  in  the  left  groin.  The  other  glands, 
the  skin  and  mucons  membranes  are  normal.    No  fever. 

29th.  The  inferior  half  of  the  labinm  minoriim,  upon  which  is  located 
the  indurated  chancre,  was  removed  with  a  bistoury. 

July  1st.  The  portion  remaining  is  greatly  cedematous,  but  we  are  not 
able  to  trace  the  slightest  evidence  of  specific  induration.  The  wound 
is  suppurating  profusely. 

2d.  Condition  the  same.  Suppuration  increased,  the  wound  tends  to 
granulate  and  cicatrize.  Right  inguinal  glands  diminished  in  size. 
Ordered  liquor  of  Van  Swieten. 

3d.  The  wound  whitish,  the  new-formed  granulation  tissue  is  infiltrated 
with  pus;  beneath  the  wound,  the  connective  tissue  is  a3dematous,  but  not 
more  so  than  upon'the  day  of  operation. 

r)th.  The  wound  is  clean,  discharging  very  little  pus,  smooth,  and  the 
adjacent  connective  tissue  very  much  less  cedematous,  softer. 

7th.  The  wound  is  covered  by  an  epidermic  layer.  The  adjacent  con- 
nective tissue  still  presents  some  hardness,  which  in  a  few  days  gradually 
disappeared,  as  did  the  surrounding  cedema. 

23d.  Two  vegetations  upon  the  left  nympha,  which  appeared  a  few  days 
after  admission  into  the  hospital,  have  since  grown,  and  were  to-day 
excised.    As  yet  tiiere  are  no  secondary  symptoms. 

histological  Examination  of  the  CJiancre. — The  piece  removed 
was  placed  in  alcohol,  then,  the  same  day,  in  picric  acid,  and  after-  f 
wards  in  gum  and  alcohol. 

Figure  19  is  a  drawing  of  a  section  through  the  large  axis  of  the 
chancre  made  vertical  to  its  surface,  magnified  six  diameters.  The 
prominent  part  between  m  and  7i  represents  the  ulcerated  portion  of 
the  chancre.  This  part,  as  mentioned,  was  situated  upon  the  border 
of  the  nympha,  so  that  the  section  includes  both  the  primary 
ulcer,  and  a  portion  of  the  internal  and  external  surface  of  the 
labium.  The  epithelial  covering,  n,  of  the  internal  surface  of  the 
nympha,  in  the  neighborhood  of  the  chancre,  is  very  thick  and  the 
papillae  are  very  long.  The  normal  epithelial  covering  tapers  and 
stops  at  m.  The  surface  of  the  chancre  from  m  to  w  has  lost  its 
normal  epithelial  covering,  in  its  place  there  exists  a  thin  layer,  a, 
formed  of  pus  corpuscles  and  epithelial  cells.  These  elements  cannot 
be  seen  with  low  power.  The  papillae  do  not  form  an  elevation  upon 
the  surface  of  the  chancre  ;  their  extremities  give  origin  to  a  small 
quantity  of  pus,  which  dries  and  forms  a  thin  layer.  At  the  margin 
of  the  chancre,  n,  the  normal  epidermis  remains,  and  the  papillse  are 
hypertrophied.  From  the  drawing,  it  is  seen  that  there  is  very  little 
loss  of  substance.  A  layer  of  pus  corpuscles  and  epithelial  cells 
replaces  the  normal  epidermic  layers,  and  beneath  this  layer,  the 
papillae  infiltrated  with  lymph  cells  separate  the  elements.  The 
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tissue  of  the  chancre  forms  an  indurated  mass,  and  is  composed  of  an 
infiltration  of  round  cellular  elements  between  the  fasciculi  of  connec- 
tive tissue  ;  the  walls  of  the  vessels,  arteries  and  veins,  are  thickened 
by  the  formation  of  new  cells.  The  tunica  adventitia  is  especially 
changed. 


Fig.  19. 


Sectioa  of  au  indurated  cliaucre  of  the  labium  miuorum.  n.  Normal  epidermis  at  the  margin 
of  the  chaucre.  e.  Eete  mucosum.  a.  Ulcerated  part ;  the  epidermis  is  lost  from  to  to  n.  gr.  Nor- 
mal sebaceous  gland,  g'.  Sebaceous  gland  in  which  there  still  exist  some  sebaceous  cells. 
h,  ?i.  Sebaceous  glauds  situated  in  the  ulcerated  part  of  the  chancre,  and  which  do  not  contain 
sebaceous  cells.  I.  Cul-de  sac  of  an  inflamed  sebaceous  glaud.  t.  Indurated  connective  tissue. 
13.  Vessels.  X  6. 

In  this  chancre  there  are  all  the  elements  for  a  complete  study  of 
lesions  of  sebaceous  glands.  In  the  labia  minora  these  glands  are 
very  numerous,  and  in'  each  preparation  we  find  several  in  the  various 
stages  of  alteration.  We  are  able  even  with  low  power,  as  in  Figure  19, 
to  see  the  changes  that  occur  in  the  sebaceous  glands.  Here  the 
glands  distant  from  the  chancre,  and  outside  of  the  inflamed  and 
indurated  tissue  are  normal ;  they  are  seen  to  possess  a  single  lining  of 
pavement  cells ;  the  excretory  canal  and  acini  present  a  distinct  centre 
filled  with  normal  sebaceous  cells.  In  the  gland,  g,  at  the  margin  of 
the  chancre,  the  sebaceous  cells  are  not  distinct  as  in  the  deep  acini, 
and  the  lumen  of  the  duct  is  filled  with  pavement  cells.  The  seba- 
ceous glands,  /t,  h,  and  I,  which  are  in  the  inflamed  tissue,  do  not 
contain  any  distinct,  fatty  sebaceous  cells,  but  are  filled  with 
newly  formed  pavement  epithelial  cells.  When  an  inflamed  and  a 
normal  gland  are  compared  under  higher  power,  in  the  former  it  is 
found  that  the  sebaceous  cells  are  gradually  crowded  to  the  centre  of 
the  ducts,  and  the  acini  are  filled  by  a  development  of  pavement 
cells ;  in  those  parts  most  altered,  at  the  centre  of  the  chancre,  there 
are  no  sebaceous  cells :  the  pavement  cells  of  the  ducts  and  acini  fre- 
quently show  a  cavity  between  the  nucleus  and  protoplasm  of  the 
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cell,  and  there  are  often  round  cells,  pus  corpuscles,  or  lymph  cells  in 
the  interior  of  the  glands,  alongside  of  the  epithelial  cells  or  in  the 
cavities  which  they  have  formed.  It  is  particularly  in  that  part  of 
the  glandular  duct  nearest  to  the  suppurating  surface,  that  these 
round  cells  are  met  with.  The  lesions  of  the  sebaceous  glands  are 
secondary  to  the  inflammation  of  the  connective  tissue. 

CASE  III. 

Indurated  chancre  of  the  right  labium  minorum — Mucous  patches. 

M.  B.,  chambermtiid,  jet.  21,  admitted  into  the  Lourcine  Saint-Clement 
Ward,  May  9,  1878.  No  special  personal  or  hereditary  history.  She  first- 
noticed  her  disease  four  days  previous  to  entering  the  liospital. 

Present  Condition  Considerable  cedenia  of  the  right  labium,  also  of 

the  nympha  of  the  same  side;  upon  the  internal  surface  of  the  latter  we 
find  a  festooned  gray  ulcer,  bulging  at  the  centre;  at  the  periphery,  the 
depression  from  the  loss  of  the  epithelial  covering  is  very  sliglit. 

Upon  the  inferior  part  of  the  right  nympha,  and  upon  its  free  border  is 
found  an  irregular  ulcer,  extending  towards  its  internal  surface.  The 
margin  of  the  ulcer  consists  of  a  whitish  covering  of  epithelial  cells,  thin- 
ning towards  the  eroded  surface.  This  surface  is  yellowish-gray,  and  when 
wiped  is  immediately  again  covered  witii  a  clear  serous  fluid.  Tlie  base 
of  the  ulcer  is  indurated,  almost  fibrous  in  nature. 

Upon  the  external  surface  of  the  labium  on  each  side  of  the  fourchette, 
are  seen  ulcerated  mucous  patches.  The  radiating  folds  of  the  anus  are 
liypertrophied,  and  there  are  found  here  a  few  mucous  patches. 

A  single,  very  hard,  and  very  large  gland  is  situated  in  the  right  groin ; 
in  the  left  groin  are  seen  two  small  indurated  glands.  Tiie  skin  and 
buccal  mucous  membrane  are  healthy.  Cervical  lymphatic  glands  normal. 
Ordered  Van  Swieten's  solution. 

Histological  Examination  of  the  Surface  of  the  Chancre  and  of 
the  False  Membrane. — The  grayish  false  membrane  covering  the 
surface  of  the  ulcer  was  removed  by  scraping.  Microscopical  exami- 
nation showed  it  to  consist  of:  — 

1st.  Epithelial  cells  isolated  or  in  various  sized  patches.  Fig.  2 
(see  page  44).  Several  of  these  cells  have  arborescent  prolongations 
resembling  deer  horns,  as  in  the  false  membranes  of  diphtheria,  Fig. 
3  (see  page  44).  We  also  find  spherical  epithelial  cells  varying  in 
age  and  size. 

2d.  Pus  corpuscles  provided  Avith  one  or  several  nuclei ;  various 
sized  granules  ;  numerous  vibriones  ;  collections  of  small  spores. 

May  20th.  The  chancrous  erosion  has  entirely  disappeared,  but 
the  induration  has  increased.    The  oedema  of  the  right  labium  majo- 
rum  has  very  much  diminished. 
8 
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26th.  Extension  of  the  mucous  papules  upon  the  labia  majora. 
June  8th.  The  patient  left  the  hospital  with  the  mucous  papules  of 
the  labia  majora  gradually  disappearing. 

CASE  IV. 

Histological  examination  of  an  indurated  chancre  of  the  preptice. 

During  the  month  of  June,  1878,  my  colleague.  Dr.  Mauriac,  sent  me, 
for  examination,  an  indurated  chancre  of  the  prepuce,  which  he  had 
removed  with  a  part  of  the  prepuce  from  a  patient  in  the  Hopital  du 
Midi.  The  chancre  had  existed  some  three  weeks,  extending  transversely 
around  the  prepuce  like  the  segment  of  a  ring.  The  part  fii'st  attacked 
was  cicatrized,  while  that  wliich  remained,  about  one-half,  still  suppurated. 
The  chancre  measured  in  its  greatest  diameter  about  two  and  a  half  cen- 
timetres. The  cicatrized  portion  was  covered  with  normal  epithelium  and 
depressed ;  the  ulcerated  part  was  covered  with  a  thin  grayish  layer  nearly 
even  with  the  neigliboring  normal  skin.  Beneath  the  ulcerated  and  cica- 
trized part  was  felt  a  characteristic  woody  induration.  The  piece  was 
hardened  in  Miiller's  fluid  gum  and  alcohol. 

The  prepuce,  and  especially  its  cutaneous  portion,  is  certainly  as  to 
structure  the  most  simple  region,  which  may  be  the  seat  of  a  chancre, 
since  here  there  are  only  connective  tissue,  vessels,  nerves,  and  an 
epidei-mic  covering.    Therefore  this  case  and  the  following  may  be 

Fig.  20. 


Cicatrix  from  ii  portion  of  tlio  cliancro,  Fig.  22.  a.  Coruoous  epidermis,  h.  Rote  miicosuni. 
p.  Papill.'c.  t.  Very  liard  cicatricial  couuoctive  tissue,  t),  v.  Vessels  with  extremely  tliick 
•walls.^  X  S- 

regarded  as  types  of  the  pathological  anatomy  of  chancre  divested  of 
all  foreign  elements. 

Preparations  made  vertical  to  the  cutaneous  surface  show  us  the 
following  conditions : — 
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1st.  In  the  oldest  part  of  the  chancre,  completely  cicatrized,  there 
is  a  point  where  the  cicatrix  is  a  little  sunken,  so  that,  upon  section, 
Fig.  20,  the  cicatrix  has  the  shape  of  an  obtuse  angle.  The  surface 
of  the  cicatrized  chancre  presents  its  two  layers  of  epidermis,  the 
corneous  and  mucous  layers.  The  superficial  epidermis,  a,  is  partly 
separated  at  the  summit  of  the  angle.  The  rete  mucosum,  J,  is  quite 
thick,  but  irregular.  We  see  in  this  drawing,  magnified  eight  diame- 
ters, the  rete  mucosum,  6,  very  thick  at  the  angle  of  the  cicatrix  which 
it  fills  up,  and  also  at  the  points  where  the  papillae  are  large  as  seen 
to  the  left  of  the  drawing.  The  papillae  are  also  very  irregular,  but 
larger  than  normal;  they  are,  however,  mostly  deprived  of  the  em- 
bryonal cells  which  infiltrate  them  during  the  acme  of  the  chancre. 
The  connective  tissue  of  the  derm  is  fasciculated  and  dense,  contains 
many  round  or  flat  cells,  and  its  vessels,  v,  are  extremely  thick. 

2d.  Fig.  21  shows  cicatrization  of  the  chancre  in  a  part  where  it 
is  more  extensive  than  in  the  preceding.    The  corneous  layer  of  the 

Fig.  21. 


Cicatrized  portion  of  tlie  chancre,  Fig.  22.  a.  Corneous  epidermis.  6.  Eeto  mucosum.  a'l 
Epidermis,  and  6',  rete  mucosum  of  the  cicatrized  part.  jy.  Papillaj.  t.  Indui-ated  connective 
ti.ssue.   X  S- 

epidermis,  a,  a', is  vei'y  thick;  the  rete  mucosum,  5,  around  the  chancre 
and  upon  its  surface,  is  also  thickened.  The  margin  of  the  chancre 
presents  the  rete  mucosum  extremely  thick  at  h ;  where  the  ulceration 
of  the  chancre  exists,  the  papillse  are  visible  and  large,  also  irregular. 
This  irregularity  and  hypertrophy  of  the  papillse  are  manifestly  due 
to  the  circumstance,  that  they  have  been  aifected  during  the  suppu- 
rating period  of  the  chancre,  and  that  they  have  developed  during  the 
healing  period. 

3d.  Fig.  22  represents  the  ulcerated  part  of  the  healing  chancre. 
In  the  central  part  of  the  figure,  for  about  eight  or  nine  millimetres, 
the  epidermis  and  rete  mucosum  are  lost.    These  two  layers,  a  and 
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which  ave  seen  at  the  side  of  the  ulcerated  part,  terminate  by  taper- 
ing at  the  edge  of  the  ulceration.  They  are  replaced  by  a  layer  of 
pus  corpuscles,  mixed  with  epithelium,  c.  The  papillae,  which  are 
exposed,  budding,  and  larger  than  normal,  fill  up  the  space  left  by 


Fig.  22. 


Section  of  an  indurated  and  ulcerated  chancre  of  tlie  prepuce,  a.  Corneous  epidermis.  6.  Eete 
mucosum  arrested  at  the  ulcerated  portion  of  the  chancre;  at  this  part  are  seen,  at  c,  either  pns 
corpuscles  or  a  false  membrane.  The  papillie,  ti,  possess  vessels, «.  t.  Indurated  connective 
tissue  m.  Suhpapillary  indurated  tissue  of  the  chancre,  v.  Deep  indurated  vessels  and  tissue 
of  the  derm.    X  8. 


the  loss  of  the  epidermis ;  they  are  very  vascular.  From  an  exami- 
nation of  these  papillae  alone,  the  vessels  of  which  are  permeable  to 
the  blood,  and  which  are  formed  of  embryonal  tissue,  we  are  able  to 
say  that  we  have  a  wound  in  the  process  of  healing,  and  not  under- 
going destruction  or  elimination.  In  the  latter  case,  the  circulation 
would  not  be  so  perfect,  and  the  cells  infiltrating  the  papillary  con- 
nective tissue  would  be  modified  in  their  nutrition  or  have  under- 
gone granulo-fatty  degeneration.  In  this  case  the  examination  of  the 
papillae  shows  their  connective  tissue  with  vessels  of  new  formation 
which  are  very  numerous,  seen  even  with  low  power,  eight  diame- 
ters, as  represented  in  Fig.  22. 

The  deep  connective  tissue  is  fasciculated,  infiltrated  with  numerous 
cells  and  thickened. 

We  may  now  ask  the  cause  of  the  deep,  angular,  A^-shaped  cica- 
trization, seen  in  a  section  of  the  old  part  of  the  chancre.  If  we 
refer  to  Fig.  20,  it  appears  to  us  that  there  certainly  is  a  loss  of  sub- 
stance of  the  dermorpapillary  tissue  at  this  point.  The  proof  is,  that 
a  large  arteriole  comes  nearly  to  the  surface  of  the  corium ;  the  shape 
of  the  loss  of  substance  is  singular,  also  its  depression.  We  believe 
the  cause  of  this  angular  depression  is  due  to  the  exaggeration  of  the 
normal  folds  of  the  prepuce,  and  the  localization  of  the  chancrous 
ulcer  at  the  bottom  of  one  of  these  folds. 
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CASE  V. 

Infecting  chancre  of  the  border  of  the  prepuce,  removal  on  the  SOth  day 
of  its  existence — Histological  examination  of  the  chancre. 

M.  L.  H.,  £et.  25,  commercial  business,  ward  8,  No.  14  (service  of  Mau- 
riac).  After  two  months'  continence,  the  patient  had  connection  twice, 
witli  an  interval  of  eiglit  days,  witii  a  girl  in  the  Latin  quarter.  Forty 
days  later,  the  1st  of  August,  he  observed  a  small  pimple  situated  upon 
the  edge  of  the  prepuce.  Gradually  tliis  pimple  enlarged,  particularly  on 
the  mucous  side,  the  preputial  oriHce  contracted,  and  in  about  ten  days 
complete  phimosis  occurred. 

This  chancre  began  about  the  first  week  in  June,  1878  ;  it  loas  painless 
from  its  beginning  until  removed  by  circumcision.  Very  simple  applica- 
tions had  been  employed.  Adenitis  was  multiple  and  bi-lateral.  There 
loas  no  inflammation  of  the  preputial  mucoiis  membrane,  nor  any  other 
complication. 

The  chancre  was  excised  on  the  13th  of  July,  twenty  or  twenty-five 
days  after  its  appearance.  Tiiere  was  considerable  hemorrhage  from 
several  arterioles,  which  was  difficult  to  arrest  on  account  of  the  vessels 
being  in  the  midst  of  the  sclerosed  tissue.  Union  was  not  immediate, 
owing  to  frequent  erections.  But  the  wound  has  been  healthy,  and  pur- 
sued the  same  course  as  in  a  non-syphilitic  patient. 

July  31st.  The  first  spots  of  erythematous  roseola  make  their  appearance 
(about  forty-five  days  after  the  primary  lesion).  No  disturbance  of  the 
general  health.  Extensive  adenitis  of  the  inguinal  region.  Beginning 
cervical  adenitis. 

mstologieal  Examination  of  tlie  Chancre. — Dr.  Mauriac,  physician 
at  the  116pital  du  Midi,  sent  us  for  examination,  July  13th,  a  chancre 
of  the  prepuce,  Avhich  was  removed  by  circumcising  the  patient.  This 
chancre  is  seated  upon  the  free  border  of  the  prepuce,  presents  a  very 
deep  depression,  a  cone  with  a  sharp  angle,  at  the  centre  of  the  lesion. 
The  chancrous  connective  tissue  is  extremely  hard  and  dense,  woody, 
and  has  the  shape  of  a  slightly  flattened  spheroid.  The  indurated 
part  measures  not  less  than  12  millimetres  in  its  greatest  diameter. 

The  piece  was  examined  after  hardening  in  Miiller's  fluid,  alcohol, 
and  gum. 

Sections  passing  through  the  middle  of  the  chancre  show  it  sepa- 
rated into  two  halves  by  a  distinct  space,  of  an  infundibular  form,  or 
very  sharp  angle,  which  penetrates  deeply  into  the  tissue  of  the  chan- 
cre. The  surface  of  the  margin  of  the  chancre  is  covered  with  a  thick 
epidermis,  which  tapers  towards  the  infundibular  part. 

Where  the  part  is  most  contracted  the  epidermis  ceases,  and  the 
connective  tissue,  which  forms  the  margin  of  the  loss  of  substdnce, 
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contains  a  few  round  or  lymph-cells,  Avhich  are  mostly  granular,  fatty, 
large,  and  possess  one  or  more  nuclei. 

Fig.  23  is  a  drawing  of  this  chancre,  magnified  15  diameters,  the 
tissue  of  which  is  divided  into  two  parts  by  an  infundibular  depression, 


Fig.  23, 


Section  of  a  highly  indnrated  chancre  of  the  prepuce  during  the  state  of  acme  and  fuU  develop- 
ment, ulcerated  and  seated  at  the  bottom  of  a  cutaneous  fold.  (Removed  hy  Mauriac.)  a.  Super- 
ficial eintbelium,  which  is  veiy  thick,  and  separated  at  a'  from  the  rete  niucosum,  6.  The  epithe- 
lial layers  cease  at  g,  the  opening  of  the  infundibulnm,  o.  The  depression  o  is  analogous  to/, 
which  latter  is  lined  with  its  normal  epithelial  layers,  while  from  g  iop  the  loss  of  substance 
from  the  surface  of  the  chancre  is  limited  by  a  tissue  infiltrated  with  cells.  Thi'oughout  the  indn- 
rated tissue  represented  in  this  figure,  the  walls  of  the  vessels  are  extremely  thick  and  inflamed  : 
as  ati),  1)',  m,  d;  s,  cleft  of  the  caseous  central  part.  X  IS- 
C'. The  superficial  epidermic  layers  cease  at  g.  The  walls  of  the 
vessels,  v,  v',  m,  d,  are  seen,  with  this  low  power,  to  be  very  thick. 
At  s  is  seen  an  opening  or  slit  in  the  central  part  of  the  indurated 
tissue,  the  cells  of  which  have  undergone  caseous  degeneration. 

At  the  bottom  of  the  fissure,  the  chancrous  tissue  presents  an  open- 
ing which  increases  its  length,  and  is  in  the  direction  of  the  connective- 
tissue  fibres  ;  it  seems  artificial,  probably  because  the  indurated  tissue 
had  been  stretched  during  the  erections,  perhaps  also  because  it  has 
been  forcibly  pressed  between  the  fingers  after  the  excision  of  the 
chancre  to  ascertain  the  presence  of  induration. 
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Beneath  the  epidermis,  the  papillne  included  in  the  chancre  are 
hypertrophicd,  very  vascular,  and  infiltrated  with  small  round  cells. 

The  tissue  of  the  derm  is  much  inflamed,  and  filled  with  round  cel- 
lular elements,  still  the  fasciculi  of  fibres  of  the  connective  tissue  can 
be  distinguished ;  these  fasciculi,  however,  appear  compressed  by  the 
cellular  infiltration  at  the  centre,  beneath,  and  at  the  sides  of  the  loss 
of  substance  of  the  chancre.   The  cells  are  here  mostly  granulo-fatty. 

Throughout  the  indurated  part,  the  vessels  are  altered  in  various 
degrees.  The  vessels  of  the  papilloe  are  simply  filled  with  blood,  and 
surrounded  by  a  few  round  cells,  but  the  deep  arterioles  and  venules, 
in  all  the  indurated  region,  have  their  walls  thickened  by  the  forma- 
tion of  cells  between  their  external  and  middle  coats.  The  internal 
coat  is  always  very  much  less  aS^ected  than  the  external  or  middle 
coats. 

The  vessels — arteries,  veins,  and  capillaries — of  the  central  part  of 
the  chancre,  almost  all  have  the  lumen  obliterated  ;  for  example,  the 
transverse  sections  of  capillaries  present  collections  of  lymph-cells, 
which  fill  them  ;  longitudinal  and  transverse  sections  of  arteries  show 
large  endothelial  cells  joined  together  with  lymph-cells  and  coagu- 
lated fibrin.  This  coagulum,  which  is  not  always  adherent  to  the 
internal  coat,  is  also  seen  in  longitudinal  cuts  of  arterioles.  The  veins 
show  a  similar  lesion.  The  calibre  of  these  vessels  is  contracted  at 
the  same  time  that  their  walls  are  thickened.  Figure  12  (see  page 
59)  is  a  drawing  of  a  section  of  four  small  veins,  magnified  200  diam- 
eters. Their  lumen,  a,  is  very  narrow  and  filled  with  lymph  and 
endothelial  cells,  which  form  a  mass  in  the  centre.  The  walls  have 
considerable  thickness  relative  to  their  lumen  ;  some  round  or  oval 
cells  are  disseminated  in  the  internal  coat,  i,  in  the  muscular  coat,  t, 
and  in  the  external  coat,  e,  which  latter  is  limited  by  connective  tissue, 
c,  filled  with  round  cells. 

Figure  10  (see  page  58)  represents  a  section  of  an  arteriole,  mag- 
nified 200  diameters,  which  shows  similar  alterations  of  its  coats.  The 
elastic  membrane,/,  is  seen  in  immediate  contact  with  the  endothelial 
and  lymph-cells,  filling  the  lumen  of  the  vessels.  Cells  of  new  formation 
exist  between  the  fasciculi  of  the  elastic  membrane  and  outside  of  them, 
between  the  elastic  membrane  and  muscular  coat.  The  external  coat, 
e,  is  little  changed  at  this  point,  but  it  and  the  fasciculi  of  the  neigh- 
boring connective  tissue  are  separated  by  an  accumulation  of  lymph- 
cells,  c.  At  those  points  where  the  obliteration  of  the  vessels  is  moi*e 
or  les3  complete,  the  lymph-cells  are  granular  and  fatty.    In  a  Avord, 
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there  is  here  primarily  an  interference  with  the  circulation  of  the 
blood,  and  secondarily  a  fatty  degeneration  of  the  cells. 

In  this  preparation  are  found  several  fasciculi  of  nerve-fibres  ;  these 
fasciculi  are  cut  transversely  and  longitudinally.  In  the  transverse 
cuts,  the  neurilemma,  or,  better,  the  sheath  of  the  primitive  fasciculi 
of  the  nerve-fibres,  is  dissociated  by  fusiform  cells,  that  is,  the  flat 
cells  of  the  comiective  tissue  swollen  by  the  peripheral  inflammation, 
Fig.  13  (see  page  63).  The  sheath  is  separated  into  several  thin 
laminae,  w,  by  fusiform  and  small  I'ound  cells,  a.  The  nerve-fibres,  b, 
of  the  fasciculi  are  normal ;  but,  even  within  the  fasciculi  are  seen 
hypertrophied  cells  of  the  connective  tissue,  and  sheath  of  Schwann, 
or  I'ound  cells.  This  inflammatory  lesion  of  the  nerves  is  certainly 
secondary  to  the  specific  inflammation  of  the  connective  tissue  of  the 
derm.  It  is  singular,  that  this  change  of  nerve  fasciculi  did  not  occa- 
sion pain. 

We  see,  from  the  above,  that  this  chancre  of  the  prepuce  was  in 
the  period  of  caseous  or  fatty  transformation  of  its  elements,  at  the 
centre  of  the  small  tumor.  This  period  coincides  with  the  partial 
obliteration  of  the  vessels.  The  condition  of  the  nerves  shows  that 
the  inflammation  involves  all  the  tissues  and  all  parts  included  in  the 
induration. 

In  regard  to  the  shape  of  the  loss  of  substance,  charactei'ized  by  a 
very  deep  infundibulum,  it  is  occasioned  by  the  normal  arrangement 
of  the  part.  The  prepuce,  at  its  free  border,  presents  depressions 
and  ridges,  which  are  unfolded  dui'ing  erection.  In  these  depressions 
and  ridges  the  papillae  and  rete  raucosum  have  the  same  arrangement 
as  upon  the  normal  skin.  The  chancre  was  evidently  developed  at 
the  bottom  of  one  of  these  depressions ;  it  had  caused  an  hyperti'ophy 
of  the  epithelial  and  dermo-papillary  layers,  so  that  the  depression 
seemed  still  deeper.  If  the  chancre  had  not  been  interfered  with, 
and  had  healed,  it  would  have  presented  a  cicatrix  having  the  form  of 
that  represented  in  Fig,  20  (see  page  114). 
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CHAPTER  IV. 

LYMPHATIC  GLANDS  DURING  THE  PRIMARY  AND  SECONDARY  PERIODS 
OF  SYPHILIS— CLASSIFICATION  OF  SYPHILIDES— MUCOUS  PATCHES. 

Symptomatic  and  histological  description  of  syphilitic  lymphatic  glands  at  the 
beginning  of  syphilis — Glands  at  the  same  time  scrofulous  and  syphilitic — 
Syphilides  —  Their  general  characters — Classification — Their  many  forms — 
Their  copper  color — Mucous  patches — Pathological  anatomy  and  symptoms  of 
mucous  patches  of  the  vulva — Mucous  patches  of  the  tonsils — Lesions  of  the 
closed  follicles  of  the  tonsils — Extirpation  of  syphilitic  tonsils. 

Almost  at  the  same  time  that  the  chancre  becomes  indurated,  the 
lymphatic  glands,  connected  with  it  by  means  of  the  lymphatic  vessels, 
become  hypertrophied. 

Syj)hilitic  Glands. — The  gland  or  glands  nearest  to  an  infecting 
chancre  become  enlarged  and  hard;  they  roll  readily  beneath  the  skin 
and  the  subcutaneous  connective  tissue  which  surrounds  them ;  they 
are  remarkably  painless,  and  do  not  suppurate.  ,  These  clinical  char- 
acters, which  have  been  previously  mentioned,  are  constant.  They  are 
found  in  the  groin  when  the  chancre  is  upon  the  genital  organs  or 
anus ;  at  the  angle  of  the  jaw  when  the  chancre  is  upon  the  lips;  in 
the  axilla  when  the  chancre  is  upon  the  nipple. 

The  glands  of  the  groin,  in  connection  with  a  chancre  upon  the 
genital  organs,  are  successively  involved,  the  gland  first  affected  being 
the  most  inferior  of  the  group  upon  the  diseased  side  ;  for  example, 
if  the  chancre  be  single  and  seated  upon  one  of  the  labia  majora,  the 
nearest  gland  of  the  same  side  is  first  implicated,  later  the  glands  of 
the  opposite  side.  [When  the  chancre  is  situated  at  one  side  of  the 
frsenum  it  is  not  uncommon  to  find  the  buboes  in  the  opposite  groin, 
a  certain  amount  of  decussation  occurring  between  the  lymphatics  of  • 
the  former  region.]  The  inguinal  glands  now  form  a  mass,  like  a 
string  of  beads,  in  which  they  are  all  hypertrophied,  but  are  distinct 
one  from  another,  the  skin  remaining  healthy. 

About  a  month  and  a  half  after  the  beginning  of  this  affec- 
tion of  the  glands  nearest  to  the  chancre,  all  the  glands  of  the 
economy  are  successively  invaded.    At  least  all  those  which  are 
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visible ;  they  appeal*  a  little  inflamed  before  or  at  the  same  time  with 
the  eruption  of  the  cutaneous  syphilides.  I  do  not  doubt  but  that 
the  glands  concealed  in  front  of  the  sacral,  lumbar,  and  dorsal  verte- 
brfe  undergo  a  similar  change.  [It  was  so  found  in  a  case  reported 
and  figured  by  JuUien,  as  far  as  the  lumbar  and  iliac  glands  were 
concerned.]  The  subcutaneous  glands  affected  by  syphilis  are  the 
cervical,  maxillary,  occipital,  etc. 

In  what  does  the  glandular  lesion  anatomically  consist?  It  is 
charactei"ized  by  Virchow  as  a  simple  hyperplasia,  but  this  word  is 
very  vague,  and  it  is  necessary  to  examine  the  lesion  in  all  its  details 
before  pronouncing  upon  it. 

I  have  several  times  had  an  opportunity  to  examine  syphilitic  lym- 
phatic glands  in  the  fresh  condition,  immediately  after  they  had  been 
removed  by  operation.  The  normal  structure  of  lymphatic  glands 
consists  of  a  fibrous  capsule  which  gives  off"  trabeculse  which  accom- 
pany the  vessels  as  far  as  the  hilus  ;  of  a  delicate  reticulated  tissue 
forming  islands  or  follicles  in  the  cortical  portion;  and  of  a  reticulated 
tissue  with  larger  meshes  enveloping  the  former  and  leaving  sinuses 
around  the  follicles.  The  aff"erent  lymphatic  vessels  enter  at  the 
surface  of  the  gland,  form  the  sinuses  and  reticulated  tissue  with 
large  meshes,  and  again  form  vessels  which  pass  out  at  the  hilus  as 
eiferent  vessels. 

In  syphilitic  lymphatic  glands,  the  follicles  of  the  delicate  reticu- 
lated tissue  are  hypertrophied,  and  occasion  small  lobulated  projec- 
tions upon  their  surface  when  the  capsule  is  removed.  Again,  if  a 
section  of  a  gland  is  made  in  its  greatest  diameter,  there  is  seen  a 
lobulated  appearance  due  to  the  same  cause ;  the  fibrous  capsule  is 
not  very  notably  thickened,  and  does  not  adhere  to  the  neighboring 
connective  tissue. 

If  the  cut  surface  of  one  of  these  affected  glands  be  scraped,  and 
the  scraping  examined  microscopically,  there  are  found  lymph-cells  of 
ordinary  size,  and  swollen  cells  possessing  a  large  nucleus  or  several 
nuclei.  Among  the  swollen  cells,  there  are  always  some  which  pre- 
sent in  their  interior  several  red  blood-corpuscles.  There  may  be  as 
many  as  eight  to  ten  blood-corpuscles  in  a  single  cell.  When  there 
exist  several  nuclei  in  a  large  hypertrophied  cell,  there  is  always  one 
which  is  much  larger  than  the  others  and  oval,  while  the  other  nuclei 
are  round  and  small. 

These  swollen  cells  are  seated  in  the  peri-follicular  lymph  sinuses, 
but  they  are  also  sometimes  found  in  the  delicate  reticulated  tissue. 
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The  fibrils  of  the  reticulated  tissue  are  not  changed.  The  con- 
nective tissue  of  the  fibrous  trabeculaj,  extending  from  the  capsule  to 
the  hilus,  is  generally  a  little  thicker  than  normal.  It  is  this  thicken- 
ing of  the  trabecul^e,  joined  Avith  the  swelling  of  the  delicate  reticu- 
lated tissue  of  the  follicles,'  and  the  increase  of  the  number  of  elements 
in  the  lymph  sinuses  which  occasions  the  lobulated  condition  above 
mentioned.  These  are  the  changes  which  essentially  constitute  the 
special  inflammation  of  glands  during  the  period  of  acme  of  the 
primary  lesion,  and  also  during  the  period  of  the  secondary  lesions. 
Lesions  identical  to  these  are  found  occurring  in  the  closed  follicles 
of  syphilitic  tonsils. 

Such  are  the  most  frequent  changes  of  these  glands,  which  remain 
more  or  less  hypertrophied,  not  only  during  the  active  period  of  the 
secondary  lesions,  but  frequently  after  the  syphilides  have  disap- 
peared. 

In  certain  cases,  which  are  not  very  rare  in  hospitals  especially 
devoted  to  syphilis,  children,  or  young  girls  and  women  are  met  with 
who  are  angeraic  and  lymphatic,  their  glands  presenting  what  Ricord 
calls  a  scrofulosis  of  syphilis,  that  is,  the  lymphatic  glands  of  the 
neck  or  groin  become  very  much  enlarged,  as  large  as  a  pigeon's  egg, 
or  even  larger. 

When  in  a  syphilitic  patient  the  lymphatic  glands  present  this 
great  enlargement,  they  are  identical  with  strumous  glands,  a  histo- 
logical description  of  which  has  been  published  by  me  in  the  Journal 
de  V Anatomic  of  Robin,  1878.  This  description  need  not  be  re- 
peated here ;  it  is  sufficient,  in  order  to  characterize  these  syphilitic  and 
strumous  glands,  to  mention  that  the  fibrous  capsule  is  extremely  thick, 
and  gives  off  thick  fibrous  trabeculae  which  divide  the  gland  into  small 
islands.  The  trabeculae  forming  the  reticulated  tissue  have  their 
fibres  soft  and  swollen,  and  enclose  large  cells  with  oval  nuclei,  and 
granular  or  granulo-fatty  protoplasm.  The  sclerosis  of  the  capsule 
is  such  that  in  removing  the  gland,  part  of  the  surrounding  tissue  is 
removed  with  it,  since  this  tissue  is  also  connected  with  the  gland, 
and  likewise  sclerosed.  These  strumous  glands  are  also  characterized 
by  their  union  one  to  another  by  means  of  the  sclerosed  tissue  which 
surrounds  them,  and  they  thus  form  a  single  mass  frequently  adhering 
to  the  skin. 

[The  following  table  will  serve  to  contrast  the  buboes  and  lymph- 
angitis characteristic  of  the  two  chief  forms  of  venereal  sores. ^ 

'  It  is  based  on  one  contained  in  the  excellent  work  of  Van  Buron  and  Keyes. 
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Syphilitic  Bubo. 
Always  accompanies  or  follows  infecting 
chancre. 

Several  glands  involved,  making  a  group 
or  cliain  of  small,  movable  glands  in 
one,  or  often  in  both  groins. 

Appears  soon  after  chancre. 

Slight  enlargement. 

Cartilaginous  induration. 

No  inflammatory  symptoms. 

Glands  freely  movable. 

Skin  normal — not  adherent. 

Painless. 

Indolent,  slow. 

Terminates  by  resolution,    rarely  by 

suppuration. 
No  marked  tendency  to  phagedena. 
No  local  treatment  effective. 
Mercurial  treatment  hastens  resolution. 


Syphilitic  Lymphitis. 
Lymphatic  vessels  feel  hard,  like  the 
vas  deferens;  size  of  a  knitting  kneedle. 
Painless  to  touch. 
No  pain  on  erection. 
Skin  normal. 
Terminates  by  resolution. 
Treatment  unnecessary  and  ineffective. 


Inflammatoey  Bubo. 

Occurs  once  in  three  cases  of  chancroid  ; 
occasionally,  but  more  rarely  in  her- 
petic or  balanitic  ulceration. 

One  gland  implicated,  rarely  bi-lateral. 


No  definite  time  of  appearance. 

Great  enlargement. 

Inflammatory  hardness. 

Always  present. 

Gland  fixed  (peri-adenitis). 

Skin  red,  adherent. 

Painful. 

Runs  an  acute  course. 

Usually  suppurates,  rarely  undergoes 

resolution. 
Phagedena  not  very  uncommon. 
Local  treatment  required. 
Mercury  has  no  influence  upon  the  con- 
dition. 

Inflammatory  Lymphitis. 
Same,  but  less  hardness. 

Painful. 

Erection  gives  rise  to  pain. 
Skin  red  over  inflamed  vessel. 
Resolution  or  suppuration. 
Local  treatment  of  great  use. 


It  is  interesting  to  observe  in  relation  to  the  bubo  following  the 
indurated  chancre,  that  in  these  rare  cases  in  which  extensive  suppu- 
ration or  phagedenic  action  occurs,  the  system  at  large  often  escapes 
contamination.  Two  cases^  of  this  character  have  recently  come 
under  our  notice  ;  in  both  of  them,  the  primary  sores  having  all  the 
characteristics  of  the  initial  lesion,  the  inguinal  glands  breaking  down, 
however,  before  the  appearance  of  the  earliest  syphilide.  In  both 
immunity  from  constitutional  ti'ouble  was  complete.  The  same  im- 
portant fact  has  been  noticed  by  Fournier  and  Ricord  to  be  true  as 
regards  the  relation  of  bubo  to  the  phagedenic  initial  sore,  the  latter 
form  of  chancre  not  being  followed  by  the  inguinal  enlargement  which, 
as  has  been  said,  is  so  nearly  constant. 

The  bearing  of  these  facts  upon  the  doctrines  of  syphilis  and 


'  Medical  News,  Fob.  25,  1882. 


GENERAL  CHARACTERS  OP  SYPIIILIDES. 


125 


chancre  is  evident.  They  are  altogether  inexplicable  on  the  theory, 
that  the  chancre  is  a  symptom  of  constitutional  syphilis,  but  if  the 
theory  of  lymphatic  absorption  and  the  local  character  of  the  initial 
lesion  be  accepted,  it  becomes  highly  probable  that  such  complete  de- 
structive action  as  occurs  in  the  case  of  phagedena,  would  result  in 
the  death  or  elimination  of  all  the  virus  and  the  consequent  protection 
of  the  system.  This  same  view  would  also  seem  to  give  strength  to 
those  syphilographers  who  are  still  believers  in  the  essentially  syphi- 
litic character  of  the  chancroid,  and  who  attribute  its  general  innocu- 
ousness  to  the  elirainative  action  of  the  pus  which  it  secretes. 

Occasionally  extreme  adenopathy  occurs  during  the  later  stages  of 
syphilis  as  a  result  usually  of  gummous  infiltration,  and  if  it  affects 
the  inguinal  glands,  and  happens  to  be  coincident  with  an  ulceration 
of  the  genitals,  it  may  be  mistaken  for  chancroidal  or  sympathetic 
bubo.  The  treatment  proper  for  the  latter  affections  would  of  course 
be  more  than  useless  in  this  case,  which  requires  for  its  cure  the 
vigorous  use  of  mixed  treatment.  The  history  of  the  case  should  be 
carefully  inquired  into,  and  if  there  be  ground  for  reasonable  doubt 
as  to  the  character  of  the  enlargement,  specific  treatment  should  be 
tentatively  employed. 

In  the  absence  of  such  treatment  the  condition  may  remain  un- 
changed, or  the  skin  may  soften  and  ulcerate,  and  the  disease  assume 
the  appearance  of  a  pustulo-crustaceous  syphilide,  which  would  of 
course  be  recognized  very  promptly.^] 

Syphilides  ;  their  General  Characters  ;  their  Classifica- 
tion.—  Constitutional  syphilis  exists  when  an  indurated  genital 
chancre  is  followed  by  a  painless,  hard  swelling  of  the  inguinal  glands. 
The  change  in  syphilis,  of  the  lymphatic  glands,  is  so  characteristic  that 
from  it  alone  the  diagnosis  of  syphilis  is  possible,  especially  when 

['  A  case  of  this  character,  in  which  no  syphilitic  history  was  obtainable,  bnt 
which  subsequently  developed  well-marked  syphiloderniata  was  rejiortod  by  Dr. 
F.  R.  Sturgis,  in  the  Boston  Medical  and  Surgical  Journal,  February  3,  1881.  Dr.  L. 
Duncan  Buckley,  in  American  Specialist,  January  1,  1881,  reports  a  case  of 
enormous  double  cervical  adenopathy  occurring  eleven  months  after  infection,  and 
coincident  with  a  papulo-syphilodorm.  The  condition  here  was  probably  similar, 
but  the  syphilitic  history,  the  presence  of  the  eruption,  and  the  situation  of  the 
enlargement  made  the  diagnosis  easy.  It  can  readily  be  understood  that,  in  such 
cases,  when  the  glands  of  the  groin  are  attacked,  and  the  patient  either  ignorantly 
or  wilfully  denies  previous  syphilis,  the  recognition  of  tlie  true  condition  may  be 
extremely  difficult.] 
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the  cervical,  maxillary,  and  other  lymphatic  glands  are  invaded  as 
well  as  those  in  the  inguinal  region. 

The  eruptions  of  the  skin  and  mucous  membranes  soon  make  their 
appearance,  and  constitute  the  first  manifestations  of  the  secondary 
stage  of  syphilis. 

Syphilides  usually  appear  about  the  forty-fifth  day  after  the  be- 
ginning of  the  infecting  chancre,  sometimes  sooner,  at  other  times 
later,  even  two  or  two  and  a  half  months  from  the  date  of  the  chancre. 
They  are  seldom  as  late  as  three  or  four  months,  yet  they  have  oc- 
curred even  after  five  months  have  elapsed.  The  mercurial  treatment, 
given  during  the  existence  of  the  chancre,  has  been  accused  of  caus- 
ing this  retardation  of  syphilides,  but  it  must  not  be  forgotten  that 
the  evolution  of  the  disease  is  very  variable. 

Very  often  the  eruptive  lesions  of  the  skin  and  mucous  membranes 
begin  at  the  moment  the  chancre  is  healed  and  cicatrized. 

The  diiferent  classifications  of  writers  on  syphilides  are  all  partly 
correct,  but  contain  many  defects ;  it  is  difficult,  however,  to  make  a 
perfect  classification,  because  there  are  many  conditions  to  be  consid- 
ered, such  as  the  date  of  attack,  the  gravity  of  the  disease  with  dif- 
ferent patients,  the  different  anatomical  lesions,  etc.  A  complete 
classification,  which  would  include  all  these  conditions,  would  be  too 
complicated. 

Most  writers  have  based  their  classification,  as  Willan,  upon  the 
anatomical  alterations  of  the  skin  ;  in  which  are  included,  at  the  same 
time,  the  order  of  their  appearance  and  evolution,  for  cutaneous  and 
mucous  syphilides  are  more  superficial  when  they  are  more  recent, 
and  grow  deeper  as  they  grow  older.  Thus  the  syphilides  of  the  first 
period  of  secondary  lesions  affect  only  the  papillary  surface  and  epi- 
dermic layers.  These  are,  according  to  the  anatomical  classification, 
erythemata  or  superficial  spots,  as  roseola  ;  limited,  slight,  and  tem- 
porary inflammations  of  the  papillary  and  epidermic  layers,  as  papules. 
The  older  syphilides,  on  the  contrary,  belonging  to  the  later  second- 
ary period,  appear  as  pustules  or  tubercles,  which  affect  the  deep 
-dermic  and  sub-dermic  layers  in  connection  with  the  papillary  net- 
work and  epidermis  ;  they  are  destructive,  and  are  followed  by  cica- 
trices. Therefore  the  anatomical  classification  will  be  retained,  as 
it  indicates  with  sufficient  exactness  the  successive  evolutions  of 
syphilides  from  the  surface  to  the  deep  parts  of  the  skin  ;  the  sequence 
of  the  deep  lesions,  followed  by  ulcerations  and  cicatrices  upon  the 
superficial  and  benign  lesions. 
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seola). 


2d.  Papular  Syphilides. 


The  following  is  the  classification  we  have  adopted : — 

,  ,  .,•  T    ,      r  Diffused : 

1st.  Lrythematous  syphilides  (ro-  ]  jy^j^g^jj^j. . 

Papular. 

Small    papules.  —  (Papular  or 

papulo-granular  syphilide) ; 
Miliary  syphilide  ; 
Conical,  lichen-lilce  syphilide  ; 
Large  papules. — Patches  of  pa- 

pulo-lenticular  syphilide  ; 
Papulo-tuberculous  ; 
Papulo-squamous. 
Varicelliforra  ; 
Eczemiform ; 
Herpetiform. 
Acneiform ; 
Impetiginous ; 

Ecthymatous  (sometimes  super- 
ficial and  precocious, sometimes 
late  and  ulcerated) — ulcerous 
ecthyma. 
Pemphigus  ; 
Rupia. 

6th.  Gummous  and  tubercular  syphilides. 


3d.  Vesicular  syphilides. 


4th.  Pustular  syphilides. 


5th.  Bullous  syphilides. 


In  this  classification  there  is  indicated  the  gradual  passage  of  the 
superficial  lesions  of  the  early  period  of  secondary  symptoms,  the 
roseola  and  the  papules,  into  the  deeper  and  later  lesions  of  the  second 
period,  such  as  ecthyma,  and  finally  into  the  rupia,  tubercles,  and 
gummata  of  the  third  period. 

This  transition  is  so  insensible  that  some  writers  place  the  deep 
ecthymata,  rupia  and  the  ulcero-crustaceous  syphilides,  with  the  ter- 
tiary lesions  of  syphilis,  while  others,  as  Fournier,  admit  as  tertiary 
syphilis  only  gummata ;  this  distinction  has  no  positive  value. 

Syphilides  of  the  first  period  are  almost  always  polymorphous, 
that  is,  the  eruptions  present  at  the  same  time  the  different  varieties 
of  roseola,  papules,  small  pustules  or  scabby  papules,  and  mucous 
papules.    In  ordinary  eczema  or  impetigo  of  a  strumous  nature,  we 


128 


SYPHILIS. 


have  the  same  elementary  lesion  of  the  skin,  and  the  same  appearance 
of  all  the  regions  affected;  but,  on  the  contrary,  there  are  found  in 
syphilis  varied  elementary  lesions,  spots  of  erythema  alongside  of 
papules  and  vesico-pustules,  and  other  lesions  modified  according  to 
their  location.  If  a  number  of  syphilitic  patients  are  examined,  there 
will  generally  be  found  several  who,  together  with  an  erythematous 
roseola,  either  beginning,  or  terminating,  or  replaced  by  pigmented 
spots,  will  show  some  papules  of  roseola  upon  the  chest,  or  larger  and 
more  prominent  disseminated  papules  upon  the  arms,  palms  of  the 
hands,  and  back  of  the  neck  ;  vesico-pustules  or  small,  scabby  papules 
upon  the  scalp ;  partly  scaly  and  partly  mucous  papules  at  the  angles 
of  the  lips  or  eyelids,  or  a  variety  of  mucous  patches  upon  the  vulva 
and  in  the  mouth. 

In  other  cases,  there  will  be  seen  a  papular  syphilide  in  a  somewhat 
chronic  state;  the  papules  when  upon  the  skin  of  the  limbs  appear  dry, 
their  epidermis  desquamating,  or  when  upon  the  scalp  appearing  as 
scabby  pustules  with  a  yellowish  exudation,  consisting  of  epidermic 
laminae,  and  of  sebaceous  and  pus  cells  ;  the  same  papules,  if  seated 
upon  the  nipple,  are  large  and  scabby;  beneath  the  scab,  which  is 
only  an  exudation  containing  pus  corpuscles  mixed  with  dry  epidermic 
cells,  there  is  a  serous  or  puriform  oozing.  In  those  regions  Avhere 
the  skin  is  in  folds,  as  upon  a  dependant  mammary  gland,  the  papule 
instead  of  being  dry,  is  moist:  upon  the  palm  of  the  hand,  where  the 
epidermis  is  corneous  and  thick,  the  epidermic  layers  over  the  papule 
form  hai'd  scales,  which  have  incorrectly  been  compared  with  psoriasis 
(psoriasis  palmaris).  The  epidermic  layer  falling  off'  from  these 
palmar  papules  leaves  a  smooth  deep  copper-red  surface,  covered  by 
the  rete  mucosura  and  a  few  of  the  cells  of  the  corneous  layer.  The 
most  superficial  epidermic  cells,  lost  over  the  surface  of  the  papule, 
form  an  elevated  border  around  its  circumference. 

This  polymorphous  condition,  in  relation  to  the  seat  of  the  lesions, 
is  more  apparent  than  real,  as  will  be  shown  when  the  pathological 
histology  of  the  several  syphilides  is  studied;  but  it  should  be  re- 
membered that  the  variation  in  appearance,  and  the  blending  together 
of  the  elementary  lesions  are  among  the  best  diagnostic  characters 
of  the  general  seraeiology  of  syphilides.  It  is  the  same  with  syphil- 
ides of  a  later  period,  the  elementary  lesions  being  so  seldom  isolated, 
that  it  is  difficult  to  decide  whether  to  place  a  given  eruption  among 
the  pustules  or  bullas,  among  the  tubercles  or  gummata.  There 
are  frequently  seen  syphilides  which  involve  all  the  layers  of  the 
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derm  and  epiderm,  and  they  are  given  compound  names,  as  papulo- 
vesicular, papulo-pustular,  tuberculo-pustular,  etc.,  names  which  define 
themselves. 

The  cutaneous  syphilides  have,  for  the  most  part,  as  a  common  cha- 
racter, a  special  .coloration,  which  is  said  to  resemble  that  of  copper 
or  the  pinkish-yellow  color  of  ham ;  this  coloration  is  owing  particu- 
larly to  extravasations  of  red  blood-corpuscles  ;  as  the  spots  are  dis- 
appearing they  become  yellow,  greenish-yellow,  gray,  following  the 
tints  of  blood  pigment  in  a  superficial  ecchymosis.  The  spots  or 
papules  for  a  time  remain  of  a  whitish  color,  but  even  when  they  have 
entirely  disappeared,  the  surrounding  skin  is  still  a  little  pigmented 
(pigmentary  syphilide,  vitiligo). 

This  special  hue  of  syphilides  is  marked  in  the  eruptions  of  the 
first  period ;  the  ulcerous  and  scabby  syphilides,  on  the  contrary, 
frequently  present  at  their  border  a  pale  color,  which  is  not  at  all 
characteristic.  The  copper  color  is  not  seen  in  lesions  of  the  mucous 
membranes. 

Another  distinctive  character  of  syphilides,  except  diffused  erythe- 
matous roseola,  is  that  they  all  have  a  regularly  round  shape,  whether 
isolated  or  in  groups.    They, form  small  circles,  figures  of  8,  etc. 

Finally,  the  lymphatic  glands  are  always  affected  in  the  region 
invaded  by  the  eruptions,  and  the  action  of  mercury  upon  these 
eruptions  is  to  cause  their  rapid  disappearance. 

Syphilides  are  divided  into  cutaneous  syphilides  and  syphilides  of 
the  mucous  membranes,  the  latter  including  mucous  patches  of  the 
secondary  period,  and  some  of  the  ulcerous  syphilides  of  the  tertiary 
period. 

Such  are  the  general  characters  of  syphilides.  They  will  now  be 
studied  in  detail.  The  histological  chano-es  which  constitute  the 
transformation  of  a  papule  into  a  vesico-pustule,  or  of  a  tubei'cle  into 
a  gumma,  will  be  especially  explained,  so  that  the  appearance  of 
lesions  may  be  well  understood,  and  an  examination  of  the  surface  of 
these  eruptions  will  indicate  the  changes, which  have  taken  place  in  all 
the  deeper  layers  of  the  akin. 

Mucous  Patches  ;  their  Different  Types. — A  mucous  patch  is 
of  itself  positive  evidence  of  the  existence  of  constitutional  syphilis. 
Moreover,  it  is,  of  all  syphilitic  lesions,  the  one  which  most  frequently 
returns ;  it  constantly  reappears  with  any  new  outbreak  of  a  cutane- 
ous syphilide.  It  is  easily  cured,  or  rather  made  to  disappear  from 
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the  mucous  membranes,  but  it  recurs  quite  as  readily.  Patients  leave 
the  hospital  cured  of  raucous  patches  at  the  end  of  a  month's  treat- 
ment, but  they  soon  return  with  a  relapse,  and  this  is  often  repeated 
during  two  or  three  years,  sometimes  longer. 

In  very  young  girls  who  are  hospital  patients,  mucoi;s  patches  of  the 
vulva  are  not  so  difficult  to  cure  or  so  apt  to  retui-n  as  in  adult  women. 
This  is  explained  by  the  less  active  state  of  the  organs,  due  to  the  ab- 
sence of  any  genital  function,  and  of  menstruation  ;  but  the  duration  of 
mucous  patches  of  the  lips  or  throat  in  children  is  equally  as  long  as 
in  older  persons.  Tlius,  in  cases  of  congenital  or  acquired  syphilis 
in  infants,  mucous  patches  of  the  mouth  are  seen  to  return  during  a 
period  of  four  or  five  years. 

The  several  types  of  mucous  patches  are  :  — 

1st.  Small  papules. — This  variety  occurs  most  frequently  with 
papular  roseola,  or  with  cutaneous  eruptions  of  small  size,  as  miliary 
cutaneous  papules  and  syphilitic  acne  ;  these  papules,  which  are 
seated  upon  the  vulva  and  labia  majora,  with  the  exception  of  their 
size,  present  exactly  the  same  characters  as  the  following. 

2d.  Large  papular  patches. — These  are  the  most  frequent  of  all : 
their  shape  is  generally  round  and  regular.  Those  situated  upon  the 
skin  are  to  be  distinguished  from  those  upon  the  mucous  membranes. 
The  former  are  always  characterized  by  a  papule,  a  regular  thick- 
ening of  the  superficial  layers  of  the  skin,  which  forms  an  elevation 
representing  a  segment  of  a  sphere.  Their  surface  is  red,  smooth, 
polished,  and  moist ;  at  times  they  present  a  very  superficial  erosion, 
an  elimination  of  the  most  superficial  layers  of  the  corneous  epidermis. 
Upon  the  mucous  membrane  of  the  labia  minora  and  of  the  vulva,  the 
surface  of  the  more  or  less  prominent  papule  is  whitish,  owing  to  an 
imbibition  of  fluids,  and  to  changes  in  the  epithelial  layers.  Mucous 
patches  of  the  lips,  tonsils,  etc.,  present  the  same  whitish-gray  color 
and  opacity  of  their  superficial  layers,  as  do  those  of  the  labia  minora. 

3d.  M-oded  mucous  patches  are  only  an  ulcerated  state  of  the 
preceding. 

4th.  Mucous  patches  with  indurated  base. — In  hospitals,  patients 
are  often  met  with,  who  have  mucous  patches  situated  on  labia 
which  are  inflamed  and  oedematous  from  the  irritation  of  a  recent 
chancre  ;  these  raucous  patches,  which  are  sometimes  ulcerated,  and 
the  bases  of  which  are  indurated,  rest  upon  a  tissue  already  altered, 
and  would  be  very  difficult  to  distinguish  from  a  chancre,  if  other 
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mucous  patches  Avere  not  frequent  upon  the  vulva  or  elsewhere,  or 
if  only  one  of  the  patches  wei-e  indurated. 

5th.  Diphtheritic  mucous  patches. 

6  th.  Hypertrophied  papules. 

7th.  Vegetating  papules. — Even  as  the  chancre  may  be  occasion- 
ally, though  rarely,  changed  into  a  raucous  patch,  so  may  a  mucous 
patch  be  transformed  into  vegetations. 

Before  describing  the  pathological  anatomy  and  symptoms  of  the 
several  varieties  of  these  lesions,  their  most  common  seats  should  be 
pointed  out.  These  are  first,  in  the  order  of  their  frequency,  the 
genital  organs  and  region  of  the  anus.  But  their  location  varies 
according  to  the  sex.  While  with  women  mucous  patches  of  the  labia 
and  of  the  vulva  are  almost  constant  in  syphilis,  with  men,  on  the 
contrary,  they  are  not  very  frequently  met  with  on  the  prepuce  or 
glans,  the  most  common  seats  being  the  scrotum  and  anus.  With 
.  women  the  anus  is  also  frequently  the  seat  of  mucous  patches,  which 
occur  in  the  radiating  folds  of  this  region,  and  occasion  a  tumefaction 
of  the  surrounding  skin. 

The  frequency  of  mucous  patches  upon  the  lips,  tonsils,  tongue, 
arches  of  the  palate,  eyelids,  etc.,  is  about  the  same  in  both  sexes. 
Mucous  patches  of  the  breasts  and  umbilicus  are  observed  almost  ex- 
clusively in  women ;  they  are,  however,  much  more  rare  than  the 
preceding.  Upon  the  neck  of  the  uterus,  mucous  patches  are  very 
frequently  seen. 

The  special  form  of  mucous  patches  when  they  are  seated  at  the 
commissures  of  the  lips  and  eyelids  has  been  previously  mentioned  ; 
upon  the  skin  side  they  present  a  small  elevation,  often  scabby,  and 
upon  the  mucous  side  a  white  patch. 

[Despr^s  records  five  cases  in  which  vegetative  mucous  patches 
occupied  the  external  auditory  meatus ;  they  caused  a  moderate 
amount  of  offensive  discharge,  and  were  covered  at  their  most  external 
portion  by  a  grayish  crust.  He  believes  they  appear  by  px-eference 
in  patients  who  liave  previously  had  otorrhoea.  lie  has  also  observed 
mucous  patches  upon  the  concha,  in  the  perforation  of  the  lobule, 
upon  the  vocal  chords,  on  the  caruncle  of  the  eye  and  the  conjunc- 
tiva, and  in  the  umbilicus.] 

Pathological  Anatomy  and  Symptoms  of  Mucous  Patches. — 
We  may  begin  with  the  flat  papule  (moist  papiilc)  of  the  skin  or  labia 
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majora.  Nothing  is  more  simple  than  its  structure.  If  a  thin  section 
made  through  its  greatest  diameter  be  examined,  it  will  be  found  that 
it  is  formed  of  a  regular,  imbricated  thickening  of  all  the  superficial 
layers  of  the  skin,  corneous  epidermis,  gi-anular  layer,  rete  mucosum, 
papillae,  and  derm. 

The  epidermic  layers  are  seeji  gradually  to  increase  in  thickness 
from  the  normal  skin  to  the  summit  of  the  papule,  and  then  again 
to  diminish  ;  the  normal  papillae,  at  the  border  of  the  papule,  progres- 
sively enlarge  until  at  the  central  part  of  the  papule  they  are  two  or 
three  times  their  natural  size.  The  rete  mucosum  penetrates  between 
the  hypertrophied  papillae,  as  far  as  their  base  by  epithelial  prolonga- 
tions, separating  one  papilla  from  another.  These  appearances  of 
mucous  patches  may  be  seen  with  low  power. 

In  studying  preparations  with  high  power,  we  find  that  the  cells  of 
the  corneous  epidermis  and  rete  mucosum  undergo  the  same  lesions 
that  have  been  described  dpropos  of  chancre  :  i.  e.,  an  excavated  state 
of  the  corneous  cells,  with  atrophy  of  their  nuclei — conditions  com-, 
parable  to  vegetable  cells — and  desquamation  of  the  most  superficial 
epidermis.  In  some  of  these  cells,  Avhich  have  been  transformed  so 
as  to  include  small  cavities,  or  which  have  united  to  form  large  cavities, 
several  pus  corpuscles  are  often  seen. 

The  desquamation  of  the  corneous  cells,  and  the  presence  of  fluid 
and  pus  corpuscles  in  the  interior  of  such  of  the  corneous  cells  as 
may  remain,  or  in  the  rete  mucosum  covering  the  papillary  layer,  fully 
explain  the  smooth  and  moist  state  of  the  surface  of  mucous  patches. 

The  cells  of  the  rete  mucosum  sometimes  show  an  analogous  lesion 
— the  formation  of  a  cavity  between  the  nucleus  and  substance  of  the 
cell — but  it  is  particularly  in  the  superficial  layers  that  this  alteration 
is  observed. 

.When  a  cutaneous  mucous  patch  of  the  labium  majorum,  for  exam- 
ple, is  slightly  ulcerated,  but  still  has  a  smooth,  moist,  red  or  pink 
surface,  it  means  simply  that  the  superficial  corneous  layer  of  the 
epidermis  has  entirely  disappeared ;  there  is  then  seen  at  the  periphery 
of  the  patch  a  thin  border  which  is  the  limit  of  the  normal  epidermis  ; 
the  surface  of  the  ulcerated  patch  is  covered  by  the  thick  and  transpa- 
rent granular  layer  and  hypertrophied  rete  mucosum. 

Beneath  the  latter — the  rete  mucosum — the  hypertrophied  papillae 
present  an  embryonal  state  of  their  vessels,  a  swelling  of  their  endo- 
thelial cells,  and  an  infiltration  of  round  cells  between  the  fibres  of 
their  external  coat.    The  connective  tissue  presents  the  same  intiltra- 
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tion  of  lymph  cells  between  its  fibres.  There  is  always  in  the  papillae, 
and  surrounding  connective  tissue  of  the  derm,  a  true  inflammation, 
which  is  evident  from  the  tumefaction  of  the  fixed  cells,  and  the  pres- 
ence of  round  migratory  cells  or  proliferated  cells. 

Such  are  the  histological  lesions  of  simple  mucous  patches  of  the 
vulva,  whether  small,  miliary,  and  conical,  or  large,  flat,  and  lenticu- 
lar, when  located  upon  the  skin  of  the  labia  majora  or  upon  the 
mucous  membrane  of  the  nymphsE.  In  the  very  soft  moist  part  of 
the  labium  majorum  the  mucous  patches,  instead  of  being  red  and 
polished,  are  partly  eroded,  and  appear  covered  with  small,  whitish 
granules,  which  resemble  starch-grains  moistened  with  water,  or  look 
like  moist  filtering  paper.  The  most  opaque  points  are  simply  collec- 
tions of  epidermic  cells  softened  by  the  imbibed  fluids,  and  many  of 
which  have  been  changed  so  as  to  enclose  a  small  cavity  ;  a  few  of 
these  cavities  contain  one  or  more  pus  corpuscles.  Whatever  may  be 
their  seat  or  their  appearance,  remember  that  the  regular  thickening 
of  the  papules  is  due  always  to  the  inflammatory  hypertrophy  of  the 
dermic  and  epidermic  layers.  Therefore  it  is  not  astonishing  to  find, 
in  a  confluent  and  persistent  eruption  of  mucous  patches  of  the  labia 
a  considei'able  inflammatory  thickening  of  the  derm.  In  many  cases 
the  skin  is  hard,  thick,  and  of  a  deep  red  color. 

Mucous  patches  of  the  arches  of  the  palate,  the  palate,  and  the 
tonsils,  also  of  the  tongue  and  lips,  are  slightly  elevated,  with  a 
regular  surface,  oval  or  circular  in  shape,  gray  or  whitish  in  color, 
and  have  the  opaline  appearance  of  mucous  membrane  which  has  been 
touched  with  nitrate  of  silver.  This  surface  is  smooth,  and  the  white 
color  gives  the  impression  that  the  opacity  of  the  part  is  in  the  most 
superficial  layers  of  the  pavement  epithelium. 

Such  patches  are  preceded  by  a  redness  of  the  palate  and  arches, 
and  they  are,  almost  always,  accompanied  by  a  hypertrophy  of  the 
tonsils.  Several  writers,  particularly  Aim^  Martin,  think  that  the 
hypertrophy  of  the  tonsils  is  primary,  and  the  mucous  patch  second- 
ary. We  have  examined  a  number  of  women  and  children  in  regard 
to  this  point,  and  have  several  times  positively  seen  the  mucous  patch 
begin  before  there  was  any  tonsillary  hypertrophy.  Yet  this  hyper- 
trophy is  very  common,  and  may  be  primary,  which  is  easily  explained, 
since  the  whole  organ  may  be  considered  as  a  lymphatic  gland,  and 
it  undergoes  the  same  lesion  that  all  lymphatic  glands  experience 
(see  p.  23). 

When  one  of  these  hypertrophied  tonsils  covered  with  opaline  mu- 
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cous  patches  is  removed,  and  thin  sections  are  made  of  it,  after 
hardening,  there  are  found  exactly  the  same  changes  as  described 
in  the  vulvar  papule.  Upon  all  parts  of  a  tonsil,  Avhich  is  the  seat 
of  a  papule,  there  are  seen  the  same  thickening  and  the  same  inflam- 
mation of  the  epithelial  layers  of  the  papillary  network  and  of  the 
derm.  The  entire  section,  made  vertical  to  the  surface,  forms  a 
regular  curve ;  the  papillse  are  two  or  three  times  longer  than 
normal ;  the  epithelial  layers  penetrate  between  and  separate 
them  ;  the  most  superficial  layers  of  the  epithelium  show  excavated 
cells  with  atrophied  nuclei,  or  containing  several  nuclei  or  pus  cor- 
puscles. There  are,  in  this  superficial  layer  of  the  epithelium,  small 
nests  filled  Avith  pus  corpuscles,  true  minute  abscesses,  containing 
four,  ten,  or  even  a  hundred  or  more  pus  corpuscles. 

These  small  abscesses  frequently  open  upon  the  surface  of  the 
mucous  membrane,  and  form  cup-like  cavities  which  contain  pus  cor- 
puscles. This  lesion  cannot  be  considered  an  erosion  of  the  patch, 
since  the  surface,  to  the  unaided  eye,  is  perfectly  smooth,  regular, 
and  elevated,  instead  of  ulcerated.  The  surface,  although  smooth,  is 
moist,  oozing,  and  discharges  broken-down  cells ;  the  cavities  in  the 


Fig.  24. 


Mucous  patch  from  the  tonsil,  a.  Thick  epithelial  layer  of  tho  swollen  mucous  piitch.  a'.  Nor- 
mal epithelial  layer.  6.  Cavity  filled  with  pus  cells,  excavated  in  the  superficial  layer  of  epithe- 
lium, and  opened  upon  its  free  surface,  c.  Cavity  also  containing  pus  iu  the  epidermic  layer. 
p.  Hypertrophied  papilla;  of  the  mucous  patch,  p'.  Normal  papilhe.  n.  Thickened  connective 
tissue  of  tlio  mucous  patch,  d.  Vessels  going  to  the  papillaj.  d.  Closed  follicles,  m'.  Deep 
connective  tissue  with  its  vessels,  n'.   X  12. 

epithelial  layer  contain  a  little  fluid,  also  pus  corpuscles,  inclosed 
either  in  the  cellular  cavities,  or  in  small  microscopic  abscesses,  to  be 


♦ 
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later  rlescribed.  In  all  raucous  patches  of  the  vulva  and  pharynx, 
there  is  a  flow  of  fluid  from  the  capillary  vessels  towards  the  free 
surface  of  the  membrane,  Avhich  carries  oft"  the  pus  corpuscles  seated 
in  the  layers  of  epithelium. 

Fig.  24  is  a  drawing  of  a  section  of  a  mucous  patch  of  the  tonsil, 
magnified  12  diameters,  in  which  the  relative  thickness  of  all  the 
parts  constituting  the  mucous  membrane  can  be  seen.  The  epithelial 
layers,  «,  the  papillae,  p,  and  connective  tissue,  n,  are  all  swollen. 
At  h  there  exists  a  small  cavity  Avhich  opens  upon  the  surface,  and 
contains  pus  corpuscles,  not  visible  with  this  power. 

In  Fig.  25,  magnified  150  diameters,  is  seen  a  number  of  cavities 
filled  with  pus  corpuscles,  varying  in  size,  m,  m' ,  n,  which  are  all 
situated  upon  the  surface  of  the  mucous  membrane.    In  this  case, 


Fig.  25. 


Macona  patch  of  the  tonsU.  a.  Suporflchil  epidermis,  m,  m.  Cavities  formed  iu  the  epidermis, 
and  flUed  with  pus  corpuscles,  n.  Largo  cavity  of  the  same  nature  situated  near  the  surface  of 
tlie  patch,  c.  Cells  of  the  rote  mucosum,  many  of  which  present  cavities  between  their  nucleus 
and  the  substance  of  the  cell.    d.  One  of  these  cellular  cavities,  p.  Papillto.    X  150- 


the  cells  of  the  rete  mucosum,  e,  are  mostly  excavated,  forming  cavi- 
ties, seen  even  with  this  power. 

Figures  26  and  27  also  represent  raucous  patches  of  the  tonsil, 
magnified  60  diameters.  In  Fig.  26  the  epithelial  layers  are  very 
thick,  the  papillae  are  also  thickened  and  elongated.  In  Fig.  27  the 
superficial  layer  of  the  epidermis  presents  several  small  abscesses 
similar  to  those  represented  in  Fig.  25.  But  in  Fig.  27  the  epi- 
thelial cells  arc  partly  disintegrated,  and  the  patch  is  in  places 
ulcerated. 
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Figure  28  is  a  drawing  magnified  300  diameters,  of  a  part  of  the 
epithelial  surface  of  a  raucous  patch  of  the  tonsil,  showing  the  details 

Fig.  26. 


Section  of  a  raucous  patch  of  the  tonsil,  a.  Superficial  epidermis,  b.  Elevated  part  of  the 
superficial  epidermis,  c.  Rete  mucosum,  of  which  the  cylindrical  cells,  d,  cover  the  much 
hypertrophied  papillie,  e,  e,  e'.  The  mucous  epidermis  is  very  thick  over  the  entire  region  of  the 
mucous  patch  extending  from  m  to  n.  «'.  A  transverse  section  of  a  papilla  showing  its  vessels. 
t.  Embryonal  connective  tissue,   v.  Its  vessels.    X  60. 

of  structure  of  the  cellular  cavities.  Between  some  the  uniting 
cement  is  seen,  d.    A  few  possess  an  atrophied  nucleus  in  their 


t 


Section  of  an  eroded  raucous  patch  of  the  tonsil,  m.  Fal^e  membrane,  consisting  of  pus  cor- 
puscles and  fibrin  upon  the  surface  of  the  patch,  d.  A  small  abscess  limited  by  ihe  superficial 
epidermic  cells,  c.  /.  A  small  abscess  of  which  the  pus  corpuscles  are  granular.  n\n'.  Abscess 
of  the  same  kind  limited  upon  all  sides  by  layers  of  epidermic  cells,  a,  6',  n.  Rete  mucosum. 
p.  Elevated  superficial  epidermic  layer,    t.  liyporplastlc  connective  tissue,   d.  Vessels.    X  60. 


cavity,  6;  others  are  empty,  a;  others,  c,  e,  contain  several  round 
cellular  elements. 

The  existence  of  these  superficial  cellular  cavities,  these  small 
intra- epithelial  abscesses,  so  remarkable  and  curious,  and  also  of  the 
analogous  but  less  marked  and  less  frequent  change  in  the  cells  of 
the  rete  mucosum  near  the  papillae,  readily  accounts  for  the  opacity, 
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for  the  whitish  color,  and  for  the  imbibition  of  fluid  by  the  epithelial 
layers  which  cover  the  mucous  patches. 


Section  from  the  superficial  part  of  a  mucous  patcli  seated  on  the  tonsil,  a.  Excavated  epi- 
thelial coll.  6.  An  excavated  cell  having  a  free  nucleus  in  its  centre,  c.  Excavated  cell  contain- 
ing several  pus  corpuscles,  e.  Larger  cavity  with  a  projection.  A.  Similar  projections  formed 
by  the  destruction  of  the  walls  of  the  cells  and  transforming  them  into  a  single  cavity.   X  300. 

We  believe  that  these  small  abscesses  or  collections  of  pus  cells 
come  primarily  from  lesions  of  the  epithelial  cells.  These  cells  first 
show  a  small  amount  of  effused  fluid  in  a  cavity  around  their  nucleus; 
at  a  given  moment  one  or  more  pus  corpuscles  take  the  place  of  the 
nucleus  in  the  cavity;  later  several  cavities  open  one  into  the  other, 
constituting  collections  of  pus,  which  vary  in  size.  The  walls  of  the 
small  abscesses  are  formed  of  one  or  more  layers  of  epidermic  cells 
flattened  by  pressure.  It  is  also  probable  that  the  lymph  cells  pass- 
ing out  of  the  capillary  vessels  infiltrate  between  the  cells  of  the 
epithelial  covering,  and  collect  together  so  as  to  form  small  abscesses. 

Whatever  this  process  may  be,  there  is  in  the  mucous  patches  of 
the  tonsils  an  example  of  imperceptible  suppuration  occuiTing  upon 
the  surface  of  a  mucous  membrane,  without  any  loss  of  the  epithelial 
covering.  Instead  of  being  injured  and  destroyed,  the  superficial 
epithelium  is  thickened,  and  so  also  is  the  rete  raucosum.  Analogous 
changes  take  place  in  a  number  of  cutaneous  eruptions,  as  will  be 
seen. 

Beneath  the  epithelium,  and  between  their  prolongations,  the 
papillae  present  dilated  vessels  liaving  embryonal  walls  ;  these  vessels, 
like  the  papillae,  are  elongated ;  the  tissue  of  the  mucous  coriuni  shows 
the  same  change  of  its  vessels  which  are  dilated  and  full  of  blood. 
Between  the  fibres  of  the  connective  tissue,  there  are  also  found  a 
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certain  number  of  round  migratory  cells.  The  walls  of  the  arteries 
and  veins  are  not  sclerosed. 

The  closed  follicles  of  the  tonsil  are  seen,  in  a  section,  as  large, 
regular  circles,  separated  from  one  another  by  bands  of  connective 
tissue.  They  measure  from  one-half  to  two  or  three  millimetres  in 
diameter.  Preparations  obtained  after  hardening  in  alcohol,  then 
placed  for  a  few  hours  in  water,  and  pencilled,  show  very  distinctly 
the  reticulum  of  the  follicles. 

In  the  connective  tissue  surrounding  the  follicles,  there  are  seen 
clefts  or  canals  which  are  the  lymphatic  spaces  filled  with  round 
cells.  At  the  external  limit  of  the  follicle,  there  also  exist  clefts  or 
peri-follicular  lymph  sinuses  which  are  filled  with  lymph  cells,  ^nd 
large  cells  provided  with  one  or  more  nuclei,  and  which  contain  in 
their  interior  red  blood-corpuscles,  resembling  exactly  the  large  multi- 
nuclear  cells  inclosing  red  blood-corpuscles,  which  were  described  as 
present  in  the  lymphatic  glands.  In  the  reticular  tissue  are  found 
the  ordinary  lymph  cells,  and  a  few  of  the  preceding  large  cells.  The 
fibrils  of  the  reticular  tissue  do  not  present  any  change. 

When  the  anfractuosities  of  the  tonsil  are  cut  transversely,  the 
follicles,  at  the  surface  of  the  depi-essions,  ai-e  seen  covered  with  a 
thin  layer  of  connective  tissue  which  is  lined  by  a  stratified  pavement 
epithelium.  Papillae  are  not  always  present  upon  that  portion  of 
pharyngeal  mucous  membrane  which  sinks  into  the  depressions  of  the 
tonsil. 

Mucous  patches  of  the  tonsils  may  ulcerate  like  those  of  the  genital 
organs,  or  sometimes  become  diphtheritic. 

A  noticeable  clinical  symptom  of  syphilitic  tonsils  is  their  frequent 
insensibility.  Many  patients  never  complain  of  the  throat,  but  when 
it  is  examined,  the  tonsils  are  found  very  large,  and  covered  with 
opaline  patches,  and  the  palate  and  arches  are  also  similarly  affected. 
If  the  patient's  attention  be  directed  to  this  region,  he  alludes  only  to 
a  little  uneasiness  and  inconvenience  from  the  hypertrophied  tonsils. 

The  insensibility  of  the  throat  seen  frequently  in  nervous  young 
girls  should  be  remembered  as  a  possible  explanation  of  their  lack  of 
sensitiveness,  but  it  is  certain  that  mucous  patches,  like  all  syphilitic 
eruptions,  occasion  little,  if  any,  pain.  If  Avomen  complain  to  you 
of  an  acute  sensation  of  pruriginous  pain  when  they  are  afi'ected  with 
mucous  patches  of  the  vulva,  thighs,  and  region  of  the  anus,  it  is 
especially  due  to  the  irritated  condition  of  the  skin,  which  is  red,  and 
excoriated  by  the  profuse  oozing,  in  a  word  by  an  eczema  intertrigo. 
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In  the  pharynx,  the  congestion  of  the  palate,  arches,  and  gums  around 
the  Avisdom  teeth,  frequently  occasions  some  pain,  but  the  raucous 
patches  of  the  tonsils  or  of  the  anterior  arches  are  not  at  all,  or  but 
slightly  painful. 

We  have  frequently  removed  tonsils  which  were  hypertrophied, 
and  covered  with  mucous  patches.  It  was  owing  to  their  hyper- 
trophy that  we  excised  them.  The  wounds  caused  by  their  ablation, 
■with  the  tonsillitome,  healed  exactly  as  those  which  follow  the  re- 
moval of  simple  hypertrophied  tonsils. 


* 
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CHAPTER  y. 

DESCRIPTION  OF  MUCOUS  PATCHES  CONTINUED— THEIR  TREATMENT. 

Mucous  patches  of  the  tongue — Shaven  state  of  their  surface — Eroded  mucous 
patches — Mucous  patches  with  indurated  base — Diphtheritic  mucous  patches 
— Hypertrophied  raucous  patches — Transformation  of  mucous  patches  into 
vegetations — Complications  of  mucous  patches — Vulvitis,  vaginitis,  metritis, 
oedema,  vegetations — Diagnosis  of  mucous  patches — Treatment — Is  it  advisa- 
ble to  excise  chancres  and  mucous  patches,  syphilitic  tonsils,  etc.  ? 

Mucous  Patches  of  the  Tongue. — There  are  several  varieties, 
two  of  which  depend  upon  the  seat  of  the  lesion:  — 

1st.  Mucous  patches  of  the  point  and  edge  of  the  tongue  developed 
upon  the  fungiform  papillae,  which  resemble  mucous  patches  of  the 
lips  in  so  far  as  they  are  from  their  beginning  covered  by  an  opaline 
epithelial  pellicle.  They  have  not,  however,  a  regular  surface,  but 
are  more  or  less  uneven,  owino;  to  the  elevations  of  the  funsfiform 
papillae.  The  patches,  at  the  border  of  the  tongue,  frequently  have 
ridges  running  parallel  with  the  organ.  Sometimes  they  are  a  little 
depressed  ;  sometimes  their  surface  is  very  irregular,  with  ridges, 
folds,  and  depressions.  When  the  lesion  has  returned,  which  is  a 
frequent  occurrence  on  the  tongue,  either  with  smokers,  or  with 
patients  who  have  bad  teeth  in  contact  with  the  mucous  patches  at  the 
edge  of  the  tongue,  the  base  of  the  patch  is  a  little  indurated  and 
inflamed.  Frequently,  in  similar  cases,  there  is  also  seen  a  fissured 
state  of  the  whole  organ,  characterized  by  irregular  furrows  varying 
in  depth,  and  limiting  segments  of  the  mucous  membrane  ;  this,  how- 
ever, is  not  characteristic  of  syphilis,  it  is  met  Avith  in  other  lesions, 
is  even  seen  in  the  normal  state,  and  occasions  no  suffering. 

2d.  Mucous  patches  of  the  middle  and  posterior  region  of  the 
tongue,  seated  upon  a  tissue  provided  with  filiform  and  fungiform 
papillge.  These  patches  have  a  special  shape.  First,  the  fungiform 
papillse  of  the  lingual  V  may  be  attacked  and  form  separately,  by 
their  tumefaction  and  by  extension  over  the  surface,  a  mucous  patch. 
We  have  seen  the  large  fungiform  papilla,  found  at  the  angle  of  the 
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V,  present  such  a  degree  of  swelling  and  extension,  that  it  alone 
formed  a  mucous  patch  with  a  smooth  and  regular  surface.  Upon 
the  median  or  back  portion  of  the  tongue,  there  are  frequently  seen 
round  or  oval  raucous  patches,  the  large  axis  directed  usually  from 
before  backwards,  their  surface  smooth,  and  having  a  shaven  appear- 
ance.   This  appearance  is  most  striking,  as  they  are  surrounded  with 
the  long,  projecting,  filiform  papillse,  which  exist  in  this  locality. 
Fournier,  who  insists  upon  this  shaven  appearance  of  the  papillae, 
asks  the  cause.    I  have  not  made  any  histological  examinations,  as  a 
portion  of  the  tongue  cannot  be  removed  as  readily  as  a  piece  of  the 
prepuce,  but  I  believe  this  is  not  necessary  to  explain  the  anatomical 
structure  of  these  patches.    This  appearance  of  the  tongue  deprived 
of  papillse  at  the  points  occupied  by  syphilitic  lesions  of  the  primary 
period  is  also  seen  in  tertiary  syphilides  in  patches  on  the  tongue. 
Further  on  will  be  found  reports  on  the  microscopical  examination  of 
a  case  (see  Chapter  VIII.),  in  which  the  corneous  prolongations  of 
the  filiform  papillse  have  disappeared.    The  filiform  papillae  upon  the 
back  of  the  tongue  present  sharp,  long  projections  composed  of  corne- 
ous imbricated  cells,  the  lowest  cells  implanted  upon  a  small,  slightly 
elevated  papilla.    The  corneous  epithelial  portions  often  measure  a 
half  to  one  millimetre  in  length,  without  including  the  algse  which 
grow  upon  them,  are  lost  upon  the  surface  of  the  mucous  patches,  and 
leave  a  smooth  surface,  covered  simply  by  the  stratified  layers  of  the 
rete  mucosum.  The  whole  patch  appears  smoother  and  more  depressed, 
owing  to  the  surrounding  corneous  prolongations  of  the  filiform  papillae 
being  preserved,  and  increased  in  length  by  the  lingual  inflammation, 
so  that  it  may  be  compared  to  a  mowed  circle  in  a  meadow  of  grass. 
It  is  not  surprising  that  the  superficial  corneous  epidermis  desqua- 
mates upon  the  back  of  the  tongue,  since  it  is  incessantly  rubbed 
by  the  passage  of  food  and  drink,  and  by  the  movements  of  speaking. 
It  is,  moreover,  the  same  plienomenon  that  is  seen  elsewhere,  upon  the 
smooth  surface  of  papules  of  the  labia  majora,  tonsils,  etc.  Although 
a  mucous  patch  upon  the  back  of  the  tongue  appears  shaven,  because 
it  is  surrounded  with  filiform  papillfe,  it  is,  nevertheless,  certain  that 
there  is  an  inflammatory  tumefaction  of  the  connective  tissue  of  the 
filiform  papillse  upon  its  surface,  and  a  true  thickening  of  the  corium, 
which  we  can  determine  by  palpation.    This  variety  has  been  mi- 
nutely described  since  it  seems  to  be  an  exception  to  the  rule,  in 
order  to  show  that  the  essential  phenomena  of  mucous  patches  are 
everywhere  the  same. 
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Mucous  patches  of  the  superior  and  inferior  surface  of  the  epi- 
glottis may  occur  at  the  same  time  with  those  upon  the  tonsils  and 
posterior  walls  of  the  pharynx.  They  are  said  by  some  writers  to 
be  very  rare.  I  myself  have  no  opinion  upon  this  subject,  not  having 
specially  observed  them.^ 

3d.  Eroded  Mucous  Patches. — The  word  eroded,  as  applied  to 
chancres  and  papules,  is  not  well  defined,  but  usually  indicates  com- 
plete falling  off  of  the  corneous  epithelium,  the  granular  layer  and 
rete  mucosum  remaining.  Consequently,  in  order  fully  to  understand 
this  term,  which  is  admitted  by  most  writers,  I  accept  as  a  definition 
of  eroded,  a  falling  off  of  the  corneous  layers  of  the  epidermis. 
This  desquamation  occurs  in  the  normal  state,  but  then  the  cells  or 
layers  disappear  separately,  while  in  erosions  the  entire  superficial 
or  corneous  epidermic  layers  fall  off  at  the  same  time.  The  loss  of 
the  superficial  covering  is,  in  the  case  of  syphilitic  papules,  more 
apparent  on  account  of  the  layers  at  the  periphery  of  the  papule 
being  thicker  than  normal.  This  erosion  is  a  very  frequent  lesion. 
The  retained  rete  mucosum  forms  a  transparent  varnish-like  layer  upon 
the  surface  of  a  papule,  which,  when  it  is  located  upon  the  skin  of  the 
labium  majorum,  for  example,  appears  red,  shining,  glossy,  and  moist. 

dth.  Mucous  Patches  with  Indurated  Base. — In  this  category  are 
placed  the  mucous  patches  which  are  seated  upon  a  part  changed  by 
the  presence  of  a  previous  chancre,  and  which  is  still  cedematous  and 
sclerosed.  For  example,  when  a  chancre,  seated  upon  the  labium 
majorum  is  in  process  of  recovery,  the  labia  and  nymphae  are  still 
frequently  hard,  swollen,  sclerosed ;  in  a  word,  affected  with  inflam- 
matory oedema.  Moreover,  the  bloodvessels  are  sclerosed,  not  only 
at  the  point  of  the  chancre,  but  all  around  it ;  and,  as  has  also  been 
mentioned,  the  lymphatic  vessels  are  engorged  throughout  their 
entire  course,  from  the  chancre  to  the  lymphatic  glands.  The  inflam- 
matory induration  of  these  latter  also  constitutes  an  impediment  to  the 
circulation  of  the  lymph,  in  the  region  between  them  and  the  chancre, 
and  the  lymph  cells  pass  out  between  the  fibres  of  the  connective 
tissue.  This  condition  explains  the  persistence  of  the  oedema  of  the 
labia  upon  the  side  of  the  primary  induration.  Mucous  patches  occur- 
ring upon  such  an  altered  part,  frequently  behave  in  a  special  manner. 

The  base  of  the  mucous  patch,  the  papillary  tissue,  and  the  derm 
are  thicker  and  broader  than  in  a  region  where  the  skin  is  healthy. 


['  Mackenzie  describes  them  as  not  infrequent.] 
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If  these  patches  ulcerate,  the  surfaces  are  excavated  or  cup-shaped. 
The  surface  of  the  ulcer  at  its  centre  has  the  epidermic  layers  and 
rete  mucosum  almost  entirely  destroyed,  and  covered  by  a  yellowish- 
gray  false  membrane  ;  by  palpation  between  the  finger  and  thumb  it 
is  possible  to  recognize  an  induration,  which  is  not  so  hard  or  so 
characteristic  as  that  of  typical  chancre.  But  the  indurated  chancre 
with  women  does  not  always  have  the  induration  so  distinct  as 
observed  upon  the  prepuce  with  men.  Therefore,  if  we  could  imagine 
a  single  one  of  these  ulcerated  papules  having  an  indurated  base,  it 
would  be  very  difficult,  if  not  impossible,  to  diagnose  from  a  primary 
chancre.    But  such  a  case  never  occurs. 

When  this  lesion  is  observed,  it  is  always  accompanied  with  a  more 
or  less  confluent  eruption  of  vulvar  mucous  patches.  These  patches 
are  usually  symmetrical,  and  are  in  contact  with  others  upon  the  op- 
posite lip,  so  that  if  it  were  not  known  that  syphilides  were  not  auto- 
inoculable,  it  would  be  thought  that  they  were  the  result  of  contact. 
Patients  sometimes  confess  that  they  have  had  a  previous  lesion,  a 
chancre.  In  addition,  the  enlarged  lymphatic  glands  and  a  roseola, 
or  characteristic  cutaneous  papules  will  be  observed. 

It  is  particularly  by  this  grouping  of  symptoms  that  such  mucous 
patches  can  be  diagnosticated  from  infecting  chancres.  These  two 
lesions  are  also  very  much  alike  in  women,  in  regard  to  their  ana- 
tomical structure  and  objective  symptoms,  especially  in  cases  similar 
to  the  above.  I  have  had  occasion  to  examine,  histologically,  mucous 
patches  seated  upon  a  labium  pi'eviously  indurated  by  a  cicatrizing 
chancre,  and  I  have  seen  a  deep  infiltration  of  the  derm  with  lymph- 
cells  interposed  between  the  fibrous  fasciculi,  and  an  inflammation  of 
the  external  coat  of  the  arterioles  and  veins,  comparable  to  the  same 
lesions  of  the  vessels  at  the  base  of  a  chancre. 

6th.  Dijyhtheritio  Mucous  Patches.  —  This  variety  of  mucous 
patches  is  frequently  met  with  among  women,  and  a  good  description 
is  given  by  Aime  Martin  from  cases  seen  at  Saint  Lazai*e  Hospital.^ 
Clinically  they  are  entirely  distinct  from  true  diphtheria,  in  that  they 
cause  syphilis  by  inoculation  and  contact,  while  pharyngeal  or  laryn- 
geal diphtheria  occasions  only  true  diphtheria,  diphtlieritic  angina, 
and  croup.  They  dilfer  also  anatomically,  for  I  have  never  found  the 
special  parasites  of  true  diphtheria,  the  spherical  bodies  of  Bolderew  ;^ 

'  Union  MCflicale,  August,  18G1. 

'  In  the  false  membrane  of  true  diphtheria,  a  disease  which  it  is  difficult  not  to 
consider  as  due  to  micrococci,  are  found  large,  oval,  or  spherical  bodies,  a  littlo 
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but  in  every  other  respect  the  false  membranes  of  mucous  patches  are 
exactly  similar  to  those  of  pharyngeal  diphtheria. 

One  or  more  ulcerated  mucous  patches  of  the  labium  minorum,  for 
example,  may  present,  instead  of  their  epithelial  covering,  a  whitish 
or  gray,  sometimes  yellowish  false  membrane,  which  is  opaque  and 
adherent.  It  is  removed  with  difficulty,  and  is  somewhat  elastic ;  its 
removal  causes  the  surface  of  the  patch  to  bleed.  It  is  reformed  in 
a  few  hours  after  removal.  Having  remained  a  varying  period  of 
time,  three  or  four  days,  if  carefully  treated,  the  epidermis  forms 
beneath  it,  and  it  does  not  reappear. 

A  fragment  of  the  false  membrane,  placed  in  a  drop  of  water  or 
diluted  alcohol,  shows  cells  readily  separated  by  teasing,  Avhich  are 
pus  corpuscles  and  epidermic  cells.  The  latter  are  seen  with  an 
atrophied,  elongated,  and  granular  nucleus,  or  with  a  small  cavity 
filled  with  fine  granules  in  place  of  the  nucleus.  The  protoplasm  of 
the  cell  is  at  times  thin,  fibrillated,  or  finely  granular,  sometimes 
cavernous,  thick,  Avith  many  facets  and  numerous  prolongations. 

The  framework  of  the  false  membrane  is  very  difficult  to  separate, 
since  it  is  composed  of  a  felt-like  mass  of  dense  fibrils,  having  an 
elasticity  which  makes  it  difficult  to  dissociate  them.  This  false 
membrane  has  been  examined  by  Chas,  Robin  and  A.  Martin,  who 
consider  it  to  consist  of  filamentous  fibrin  and  pus  corpuscles.  So 
that  according  to  them  the  false  membrane  has  the  same  anatomical 
composition  as  that  of  diphtheria  of  the  pharynx  and  larynx.  There 
are  certainly  in  this  membrane  filaments  of  fibrin ;  but  we  also  find, 
at  the  edges  of  dissociated  fragments,  branching  prolongations,  and 
epidermic  cells  undergoing  the  change  that  has  been  described  d 
2?ropos  of  the  false  membrane  of  chancres.  In  the  spaces  excavated 
either  in  the  middle  of  the  epidermic  cells  or  between  their  prolonga- 
tions are  found  pus  corpuscles. 

Such  is  the  false  membrane  studied  after  removal  and  teasing,  but 
it  should  also  be  studied  in  its  relation  with  the  neighboring  parts. 
This  I  have  done  from  a  labium  minorum  which  I  removed,  hardened, 
and  made  thin  sections  of.  The  sections  included  the  whole  thickness 
of  the  removed  labium;  the  papillae  at  the  border  of  the  mucous  patch 
were  longer  than  those  upon  the  simply  inflamed  tissue  of  the  part; 

larger  than  the  cells,  which  contain  micrococci  or  small  rod-shaped  bacteria. 
[Prof.  H.  C.  Wood  and  Dr.  II.  F.  Formad,  in  their  recent  investigations  upon 
diphtheritic  membrane,  have  demonstrated  tlie  above  spherical  bodies  to  be  tlie 
white  blood-corpuscles  containing  micrococci.] 


FALSE   MEMBRANE  OP   MUCOUS   PATCHES.  145 

and  the  epithelial  layers  at  the  margin  of  the  patch  were  very  notably 
thickened,  as  was  also  the  rete  raucosum.  The  prolongations  of  the 
rete  mncosum,  between  the  papillae,  were  seen  much  elongated.  The 
epidermic  layers  of  the  detached  portion,  which  stopped  at  the  eroded 
border  of  the  patch,  formed  irregular  stratifications. 

In  preparations  stained  with  picro  carmine  the  corneous  layers  were 
yellow,  the  rete  mucosum  was  orange-red,  and  the  connective  tissue 
took  only  the  carmine. 

At  the  point  where  the  erosion  and  false  membrane  began,  the 
corneous  layer  had  given  away  and  the  rete  mucosum  was  dissociated 
by  pus  corpuscles. 

Over  all  parts  of  the  patch  covered  by  the  diphtheritic  membrane, 
the  latter  had  about  the  thickness  of  the  epithelial  layer,  so  that  upon 
a  superficial  examination,  with  low  power,  this  latter  layer  appeared  to 
be  preserved;  and,  further,  to  complete  this  resemblance,  the  super- 
ficial part  of  the  false  membrane  presented  a  thin  layer  which  was 
stained  yellow  by  the  picro-carmine,  as  was  the  corneous  epidermis. 

With  a  low  power,  however,  a  slight  depression  at  the  junction  of 
the  false  membrane  with  the  normal  epithelial  layers  was  seen ;  but  the 
papillae  under  the  false  membrane  presented  a  different  arrangement. 
Instead  of  being  united  to  the  cells  of  the  rete  mucosum,  which  was 
recognized  by  its  prolongations,  the  papillae  were  free  beneath  the  false 
membrane ;  they  were  not  so  firmly  united  to  it  as  they  were  to  the 
normal  rete  mucosum.  These  papillae  were  swollen,  flattened,  and 
lower  at  the  ulcerated  part  in  the  centre  of  the  patch. 

Studied  with  high  power,  the  most  superficial  part  of  the  false 
membrane,  in  a  section  vei-tical  to  the  surface,  that  which  was  colored 
yellow  by  the  picro-carmine,  was  found  to  consist  of  longitudinal  layers 
in  which  were  seen  a  few  atrophying  corneous  and  flat  cells  ;  but  the 
greater  part  of  this  portion  was  composed  of  delicate  spores  of  roundish 
microscopic  algae  which  projected  from  the  surface  of  the  membrane. 

Beneath  this  layer  were  found  pus  corpuscles,  and  in  some  places  these 
corpuscles  were  situated  in  a  reticulum  of  delicate  fibrils  of  fibrin. 
Finally,  most  of  the  deep  layers  of  the  false  membrane  consisted  of 
round  cells  or  pus  corpuscles  with  an  interlacing  of  branching  fibrils, 
and  a  few  recognizable  epithelial  cells,  as  previously  mentioned.  In 
contact  with  the  papillae,  and  beneath  the  false  membrane,  was  seen  a 
granular  substance,  semifluid,  containing  many  lymph  cells. 

The  connective  tissue  of  a  mucous  patch,  in  a  case  examined,  was 
very  much  altered,  and  infiltrated  with  lymph  cells  between  the  fas- 
10 
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ciculi  of  the  connective  tissue,  and  around  the  vessels,  extending  two 
or  three  millimetres  below  the  papillary  network.  The  external  coat 
of  the  arterioles  and  venules  was  much  thickened  by  numerous  cellu- 
lar elements.  In  this  case  the  chancre,  lately  cicatrized,  was  seated 
upon  the  labium  majorum,  and  near  to  the  diphtheritic  raucous  patch. 
From  its  close  proximity  to  the  nympha,  the  oedema  as  well  as  the 
perivascular  inflammation  of  this  region  may  be  accounted  for.  The 
diphtheritic  mucous  patch  had  developed  upon  a  tissue  changed  by  a 
previous  chancre. 

In  the  case  of  the  diphtheritic  mucous  patch  which  served  for  the 
preceding  description,  I  removed  the  labium  minorum  upon  which  it 
was  situated,  and  which  was  much  swollen,  and  aiFected  with  inflam- 
matory oedema,  such  as  is  frequently  seen  in  similar  cases. 

Mucous  patches  of  the  vulva  are  not  the  only  ones  which  may  be 
covered  by  a  diphtheritic  false  membrane.  It  may  occur  upon  the 
lips,  cheeks,  throat.  The  mucous  patches  represented  in  Figs.  26 
and  27  (see  page  136)  present  a  remarkable  type  of  small  foci  of  sup- 
puration situated  in  the  superficial  layers  (see  cZ,/,  Fig.  21);  upon  the 
ulcerated  surface  of  one  is  an  adherent  gray  layer.  This  false  mem- 
brane, examined  in  sections  made  vertical  to  the  surface,  shows 
epithelial  cells  which  may  be  considered  as  types  of  the  branching 
degeneration  of  epithelium  in  diphtheria.    Figure  29,  magnified  250 

Fig.  29. 
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changed  epithelial  cells  of  the  false  membrane  from  the  mucous  patch  represented  in  Figs.  26 
and  27.  a.  Cell  with  multiple  and  ramifying  prolongations  and  empty  cavity,  b.  A  cavity  con- 
taining several  pus  corpuscles,  c.  d.  An  excavated  cavity  in  a  cell  containing  a  pus  corpuscle. 
p.  Pus  corpuscles  lying  between  the  cells,  m.  A  cell  with  branching  prolongations,  n  A 
very  largo  elongated  and  branching  cell.    X  250. 

diameters,  shows  some  of  tliese  changed  epithelial  cells.  They  have 
multiple  and  irregular  prolongations,  and  are  pierced  with  holes 
filled  with  one  or  more  pus  corpuscles.  Thus  the  cell,  a,  shows 
an  empty  cavity,  b,  and  a  cavity,  c,  which  contains  several  pus  cor- 
puscles ;  at  cZ  is  seen  a  cavity  in  one  of  these  cells  containing  a  pus 
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corpuscle.  Pus  corpuscles  are  seen  between  the  branching  pro- 
longations of  the  cells  as  well  as  in  the  excavated  cavities  of  the 
cells.  From  this  drawing  it  is  seen  that  the  corpuscles  have 
passed  between  the  cells,  and  lodged  there  in  such  a  manner  as  to 
cause  simply  an  indentation  ;  at  other  points  there  is  a  complete 
small  cavity  which  contains  a  single  corpuscle,  or  a  cavity  containing 
several,  or  even  an  opening  piercing  the  cell  containing  one  or  more 
corpuscles.  It  is  probable  that  the  same  changes  take  place  as  in 
intense  inflammation,  but  the  processes  of  the  cells  conceal  the  altera- 
tions of  the  nuclei,  and  the  excavated  cavities  around  the  nucleus,  which 
we  have  previously  described,  as  occurring  in  cutaneous  syphilides. 

Returning  again  to  mucous  patches  of  the  vulva  and  the  accom- 
panying inflammation  :  — 

The  labia  minora  are  generally  oedematous  and  irregular,  their  sur- 
face resembling  goose-flesh,  the  skin  of  an  orange,  or  the  first  stage  of 
elephantiasis  ;  it  is  a  little  transparent  and  contains  fluid.  This  con- 
dition of  the  skin  is  due  to  a  hypertrophy  of  the  papillae  of  the  derm, 
which  are  elongated,  and  saturated  with  fluid  ;  the  epithelial  layers  of 
the  rete  mucosum  are  also  thickened,  and  finally  the  connective  tissue 
of  the  derm  has  its  vessels  greatly  distended,  while  the  fixed  cells  of 
the  connective  tissue,  between  the  fasciculi  of  fibres,  are  swollen. 
There  are  also  some  migrated  cells  between  the  fasciculi. 

This  oedema  is  not  the  only  complication  which  accompanies  mu- 
cous patches  of  the  vulva.  There  are  others,  the  details  of  which 
will  be  described  later. 

6th.  Sypertropliied  Mucous  Patches  (papulo-hypertrophied 
patches  of  Fournier). — Upon  the  vulva  are  occasionally  seen  mucous 
papules  of  every  degree  from  those  scarcely  elevated,  and  with  a  red, 
shining  surface,  to  hypertrophied  papules,  having  a  regularly  increas- 
ing elevation,  and  lying  upon  a  raised  and  indurated  base,  such  as  are 
frequently  seen  upon  the  labia  majora  ;  sometimes  they  take  the  form 
of  swollen,  soft,  and  gray  patches,  saturated  with  juice,  irregular  and 
fungoid  upon  the  surface,  and  projecting  one  to  three  millimetres  or 
more.  This  type  is  characterized  by  large  papules,  so  confluent  at 
times  that  they  almost  touch,  and  forming  a  continuous  and  irregular 
layer  from  the  pubes  to  the  buttocks,  involving  the  labia  and  nymphte, 
the  inguinal  folds,  the  upper  part  of  the  thighs,  and  surrounding  the 
anus  ;  they  are  accompanied  by  a  considerable  sanious  oozing  and  ex- 
hale a  heavy,  repulsive  odor.  In  the  Lourcine  Hospital  are  seen  many 
such  cases,  but  they  must  be  examined  when  admitted,  in  order  to  see 
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them  in  their  full  development,  since  they  rapidly  change  under 
hygienic  and  medical  care.  When  it  is  seen  how  easily  they  may  be 
prevented  by  cleanliness  and  bathing,  the  heedless  neglect  of  them- 
selves shown  by  some  of  these  women  is  simply  astounding. 

The  histological  examination  of  these  patches  shows  the  same  lesions 
as  simple  mucous  patches,  but  in  a  higher  degree.  The  papillae  are 
much  longer  ;  the  vessels  of  the  papillae  are  elongated,  and  their  walls 
are  embryonal ;  the  tissue  of  the  papillae  contains  numerous  round 


Fig.  30.. 


Part  of  a  hypertrophied  vulvar  mucous  patch,  e.  Corneous  epidermis,  e.  Granulftr  layer, 
m.  Eete  mucosum.  n.  Layer  of  cylindi'ical  cells  of  the  rete  raucosum.  p.  Elongated  and  hyper- 
trophied papilla;  infiltrated  with  lymph  cells,  p'.  Transverse  section  of  papillae.  D,  v.  VesscLs 
of  papillse.    t,  t.  Inflamed  dermo-papillary  connective  tissue.    X  100. 

cells  entangled  in  its  meshes.  The  layers  of  the  rete  mucosum,  the 
granular  layer  and  the  superficial  epidei'mis  are  very  much  thickened. 
All  the  epithelial  and  epidermal  layers  are  in  place  :  the  most  super- 
ficial cells  desquamate,  and  are  found  in  the  fluid  which  permeates 
through  all  the  layers. 

Figure  30  represents  a  part  of  one  of  these  mucous  patches  magni- 
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fied  100  diameters.  The  papillae, p,  are  seen  traversed  by  the  vessels 
V,  V,  and  very  rich  in  round  cells,  which  extend  into  the  connective 
tissue  of  the  derm  t.  These  papillae  are  capped  by  a  very  thick  epi- 
dermis regularly  arranged.  In  this  specimen,  the  intermediary  layer 
formed  by  the  granular  cells,  c,  is  composed  of  three  or  four  layers  of 
cells,  and  is  consequently  thicker  than  normal.  In  the  superficial 
layers  we  frequently  find,  in  these  mucous  patches,  excavated  cells, 
which  resemble  vegetable  cells,  or  even  small  foci  of  pus  corpuscles, 
surrounded  by  the  corneous  layers  and  opening  upon  the  surface  of 
the  patch. 

When  these  hypertrophied  mucous  patches  are  examined  in  their 
entirety,  it  is  seen  that  their  surface  has  not  so  regular  a  curve  as 
that  of  the  simple  mucous  patches.  The  length  of  the  papillte  forming 
them  varies,  some  being  much  longer  than  others,  and,  therefore,  the 
surface  of  the  patch  is  uneven  and  nodular. 

These  hypertrophied  mucous  patches  are  not  only  met  with  upon 
the  genital  organs,  which,  however,  is  their  most  frequent  location, 
but  are  seen  very  often  in  the  throat  and  on  the  tongue. 

7th.  Mucous  Patches  transformed  into  Vegetations. — When  the 
nodules  of  mucous  patches  increase,  and  their  papillae  become  much 
elongated,  and  covered  with  thickened  layers  of  epithelium,  and  when 
these  papillae  are  separated  into  groups  and  nodules,  true  syphilitic 
papillomata  or  cauliflower  vegetations  are  formed.  Between  these 
and  hypertrophied  mucous  patches,  there  is  no  diflPerence  in  regard  to 
origin  or  to  the  course  of  the  lesions  ;  the  condition  of  the  papillae, 
of  the  connective  tissue,  and  of  the  epidermic  cells,  is  the  same  in  both. 
With  the  cauliflower  vegetations,  there  is  only  a  greater  segmentation 
of  the  patch  into  several  small  secondary  nodules  or  buds,  due  to  the 
separation  of  the  groups  of  papillae,  which  are  separately  capped  by 
the  covering  epithelium. 

This  variety  does  not  need  a  special  description.  Papillomata  are 
not  always  of  syphilitic  origin  when  found  upon  the  genital  organs. 
They  are  frequently  met  with  during  non-syphilitic  vaginitis,  and 
with  the  symptomatic  vaginal  discharges  of  pregnancy. 

Fournier  describes  a  variety  of  mucous  patches  under  the  name  of 
ulcerous  patches,  but,  from  his  description,  these  are  later  lesions,  and 
they  will  be  referred  to  after  the  later  syphilides  have  been  described. 

[In  resumi,  it  may  be  said  that  the  histological  structure  of  mu- 
cous patches  consists  in  a  thickening  of  the  epidermic  layers  and  an 
increase  in  the  size  of  the  papillEe  of  the  skin  by  a  development  of  the 
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elements  entering  into  their  structure.  This  increase  in  size  of  the 
papilLe  causes  a  corresponding  increase  in  the  length  of  the  interpa- 
pillary  prolongations  of  cells  of  the  rete  raucosura.  The  cells  of  the 
epidermis  undergo  a  change  in  their  structure,  which  results  in  the 
formation  of  cavities  in  their  protoplasm  ;  there  also  occurs  a  division 
of  their  nuclei,  and,  finally,  the  development  of  small  microscopic 
abscesses,  which  uniting  one  with  another  constitute  foci  of  suppura- 
tion. The  bloodvessels  of  the  papillae  are  distended  with  blood.  The 
tissue  of  the  derm  is  found  proliferating,  but  there  is  seldom  observed 
that  change  which  corresponds  to  the  sclerosis  of  the  vascular  walls, 
such  as  exists  in  the  chancre.  Ulceration  of  the  mucous  patch  may 
occur,  and  also  the  formation  of  a  diphtheritic  membrane  upon  the  ulcer; 
these  changes  in  no  way  differ  from  similar  lesions  occurring  elsewhere. 

These  are  the  essential  histological  changes  taking  place  in  the 
development  of  mucous  patches  ;  for  the  more  minute  details  due  to 
situation,  duration,  etc.,  a  study  of  the  several  varieties,  as  previously 
given,  is  necessary. 

The  mucous  patches  that  have  been  considered  form  a  very  charac- 
teristic group,  but  one  lacking  in  homogeneity,  for  some  are  more 
superficial,  more  benign,  and  more  easily  cured,  others  are  deeper 
and  more  difficult  to  heal.  Some  are  simply  eroded  upon  the  surface, 
others  ulcerated  and  covered  with  a  diphtheritic  false  membrane. 
Finally,  some  are  but  slightly  elevated,  Avhile  others  are  exuberant 
and  hypertrophied.  Notwithstanding  this  diversity  in  their  appear- 
ance and  course,  I  think  it  is  impossible  to  mistake  them  or  to  con- 
found them  with  other  lesions. 

Complications  of  Mucous  Patches. — The  complications  observed 
in  connection  with  mucous  patches  in  women  are  eczema,  dermatitis, 
vulvitis,  inflammation  of  the  glands  of  the  vulva,  oedema  of  the  vulva 
or  of  the  labia  majora,  urethritis,  vaginitis,  inflammation  and  hyper- 
trophy of  the  neck  of  the  uterus  and  vegetations. 

EczEMi\. — The  most  common  complication  is  eczematous  oozing, 
eczema  intertrigo,  which  affects  all  the  region  of  the  labia  majora, 
anus,  and.upper  part  of  the  thighs.  This  is  accompanied  by  I'edness 
of  the  skin  and  by  excoriations,  which  are  often  seen  as  fissures, 
especially  at  the  region  of  the  anus,  are  sometimes  very  painful, 
and  itch  intensely. 

Small  vesicles  of  eczema  are  frequently  met  with  upon  the  skin 
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near  mucous  patches,  especially  upon  the  buttocks  and  thighs.  This 
complication  is  not  very  important,  and  is  due  to  the  irritation  of  the 
fluids  coming  from  the  vagina  and  vulva,  and  to  the  oozing  from  the 
mucous  patches  ;  it  occasions  a  more  or  less  acute  smarting  pain. 

Upon  a  vulva  so  changed,  the  erosions  proper  of  the  mucous  patches 
are  difficult  to  see  ;  but  by  the  gentle  application  of  a  solution  of 
nitrate  of  silver,  the  circular  or  oval  erosions  of  the  patches  imme- 
diately assume  a  whitish  hue,  owing  to  the  saturation  of  their  epi- 
thelium with  fluid,  which  is  rendered  opaque  by  the  deposit  of  silver. 

Dermatitis. — The  skin  of  the  labia  majora,  when  it  is  the  seat 
of  mucous  patches,  during  the  first  secondary  period,  or  of  a  late 
eruption  of  confluent  mucous  patches,  is  indurated  and  thickened  in  a 
remarkable  manner.  It  is  then  deep-red  in  color,  and  so  thick  and 
hard  in  its  entire  extent  that  sometimes,  if  we  attempt  to  fold  and 
raise  it  between  the  fingers,  it  offers  a  resistance  almost  as  great  as 
if  it  were  a  piece  of  paste-board. 

It  should  be  remembered,  that  mucous  patches  are  not  only  a  lesion 
of  the  epidermis  or  a  papillary  hypertrophy,  but  the  whole  of  the 
deep  layers  of  the  derm  and  their  surroundings  are  inflamed,  and  ai'e 
the  seat  of  an  infiltration  of  lymph  cells.  When  papules  and  cuta- 
neous pustules  are  described,  it  will  be  seen  that  the  lesions  are  much 
deeper  than  an  examination  with  the  unaided  eye  would  lead  us  to 
suppose. 

Vulvitis. — An  inflammation  of  the  vulva  almost  always  accom- 
panies mucous  patches  of  the  genitals,  and  is  easily  explained  ;  the 
region  of  the  papule  is  red,  swollen,  moist,  and  oozing,  discharging 
even  from  the  internal  surface  of  the  labia  minora  and  vaginal  en- 
trance an  opaque,  creamy  fluid.  This  fluid,  very  abundant  with  unclean 
women,  consists  of  a  mixture  of  the  vaginal  secretion,  the  secretion 
from  the  epithelial  surface  of  the  nymphje,  and  especially  the  secre- 
tion from  the  sebaceous  and  vulvo-vaginal  glands.  The  internal 
surface  of  the  labia  minora  is  generally  red ;  the  remains  of  the  hymen 
are  almost  always  swollen  and  of  a  bright-red  color.  The  urethral 
and  vaginal  orifices  are  in  a  similar  condition.  The  folds  of  mucous 
membrane  forming  the  remains  of  the  hymen  and  the  upper  part  of 
the  urethral  opening  are  frequently  the  seat  of  red  or  pale  irregular 
elevations,  resembling  vegetations  ;  these  elevations  are  covered  by 
very  thick  layers  of  the  epidermis. 
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The  sebaceous  glands  of  the  labia  minora  are  enlarged,  and  at 
their  orifice  is  seen  a  small,  opaque,  white  concretion,  which  may  be 
forced  out  by  pressure ;  it  measures  about  half  a  millimetre  in  length, 
and  consists  of  epithelial  cells.  The  vulvo-vaginal  glands  are  fre- 
quently swollen,  so  that  they  are  easily  felt,  attaining  the  size  of  a 
cherry-stone  or  more.  By  pressure  a  turbid,  mucous  fluid,  which 
contains  numerous  pus  corpuscles  and  filaments  of  mucus,  may  be  made 
to  flow  from  their  ducts.  When  the  inflammation  is  very  intense  a 
few  drops  of  this  fluid  are  discharged  from  the  duct,  even  in  cases  in 
which  there  is  no  abscess  of  the  vulvo-vaginal  glands ;  the  discharge 
is  due  to  a  limited  suppuration  of  the  connective  tissue  surrounding 
the  gland. 

The  vulvitis  which  accompanies  vaginitis  in  non-syphilitic  patients, 
frequently  occasions  small  red  erosions,  round  or  oval  in  form,  and 
upon  the  surface  of  which  a  desquamation  of  the  most  superficial  epi- 
thelium occurs.  These  erosions  are  frequently  bright-red  in  color,  and 
measure  from  two  to  eight  millimetres  in  diameter,  are  painful,  vary 
from  two  to  six  in  number,  and  are  seated  within  the  labia  majora 
between  their  base  and  the  hymen.  They  do  not  cause  a  thickening 
of  the  corium,  and  the  connective  tissue  of  the  mucous  membrane  is 
pliant  and  normal,  which  facts  distinguish  them  from  mucous  patches. 
These  very  superficial  erosions  are  especially  found  in  the  folds  be- 
tween the  hymen  and  nymphae,  while  mucous  patches  are  found  upon 
the  labia. 

In  the  Lourcine  Hospital  there  are  frequent  opportunities  to  study 
vulvitis  in  its  most  simple  form,  as  in  the  children  from  Saint-Therese 
ward,  there  is  usually  no  accompanying  vaginitis ;  the  redness,  dis- 
charge, inflammation  of  the  sebaceous  and  mucous  glands,  and  ero- 
sions are  the  same  as  with  girls  arrived  at  puberty.  In  children, 
where  the  hymen  is  generally  intact,  this  membrane,  during  vulvitis, 
is  very  red  and  swollen. 

Abscesses  of  the  Vulvo-vaginal  Glands,  which  are  very  common 
in  consequence  of  venereal  excess,  especially  during  menstruation,  are 
also  met  with  as  a  complication  of  mucous  patches.  In  this  case  the 
labia  of  one  side  are  swollen,  cedematous,  and  deformed  by  an  en- 
largement situated  at  the  inferior  part  of  the  vulva.  Fluctuation  is 
readily  felt  beneath  the  skin,  distended  by  the  purulent  fluid,  and 
by  puncture  a  considerable  quantity  of  pus  mixed  with  blood  is  dis- 
charged. 
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The  mucous  glands  Avhich  are  seated  below  the  urethra,  in  the 
vestibule,  may  also  be  inflamed,  and  form  a  small  cup-shaped  ulcer 
about  one  and  a  half  millimetres  in  diameter,  whose  margin  is  usually 
covered  by  normal  mucous  membrane. 

Vaginitis,  characterized  by  considerable  swelling,  redness,  puru- 
lent, and  thick  vaginal  catarrh,  hypertrophy,  and  redness  of  the  villi 
and  folds  of  the  vagina,  is  seen  in  connection  with  syphilis  and 
mucous  patches.  The  vaginal  entrance  is  contracted,  and  the  intro- 
duction of  the  speculum  is  very  painful.  ^ 

Besides  this  vaginitis,  which  may  occur  independent  of  syphilis, 
there  is  always  found,  in  syphilis,  a  certain  degree  of  inflammation 
of  the  vagina,  which  is  less  intense,  less  red,  and  accompanied  by  a 
vaginal  leucorrhoea.  Mucous  patches  do  not  occur  upon  the  vagina. 
The  vaginitis  is  due  to  a  neighboring  inflammation  caused  by  con- 
fluent mucous  patches  which  exist  upon  the  vulva,  and  to  the  changes 
which  take  place  at  the  neck  of  the  uterus. 

The  neck  of  the  uterus  presents  very  often,  if  not  always,  super- 
ficial or  deep  lesions  during  the  secondary  stage  of  syphilis.  Quite 
frequently  mucous  patches,  at  first  opaline,  afterwards  eroded, 
appear  upon  the  os  uteri,  one  or  two  in  number,  or  form  groups. 
The  parts  of  the  os,  where  the  patches  are  situated,  lose  their 
epithelium  and  are  transformed  into  ulcers.  Very  often,  when 
mucous  patches  have  not  been  observed,  there  is  a  slight  erosion  of 
the  orifice  of  the  os,  a  muco-purulent  catarrh  of  the  neck,  and  a  hyper- 
trophy of  the  entire  organ,  the  neck  especially  becoming  large  and 
hard.  This  inflammation,  and  this  fibro-muscular  hypertrophy  of  the 
neck  are  certainly  not  always  caused  by  syphilis.  But  if  the  neck  of 
the  uterus  in  young  girls  affected  Avith  simple  vaginitis,  who  have 
never  had  children  or  miscarriages,  be  compared  with  that  of  girls,  of 
the  same  age,  who  are  suffering  with  syphilis,  it  is  at  once  very  evi- 
dent that  the  syphilitic  patients  have  the  neck  of  the  uterus  enlarged 
and  affected  with  a  catarrhal  inflammation  ;  while  it  is  small  and  nor- 
mal in  simple  vaginitis.  The  only  lesion  observed  in  the  latter  is  the 
redness  of  the  vaginal  raucous  membrane  continued  over  tlie  os  uteri. 
It  may  therefore  be  rationally  concluded  that  the  inflammation  of  the 
neck  is  sometimes  directly  due  to  syphilis,  as  are  vulvitis  and  vagi- 
nitis, without  necessarily  the  presence  of  mucous  patches  upon  the 
neck. 
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Vegetations  occur  very  frequently  as  a  complication  of  mucous 
patches,  occasioned  by  the  profuse  discharge  of  the  latter.  They 
are  seen  in  every  variety  from  the  cock's-comb  to  large  vascular 
polypi  implanted  upon  the  hymen  and  around  the  urethral  orifice,  or 
from  the  small,  villi-like,  and  soft  elevations,  scarcely  visible  to  the 
unaided  eye,  found  upon  the  internal  surfaces  of  the  labia  minora,  to 
the  enormous  cauliflower  vegetations,  as  large  as  a  walnut,  or  larger, 
located  upon  the  labia  raajora,  the  entire  vulva,  and  the  region  of  the 
anus. 

^hese  vegetations  are  painful,  particularly  at  their  base  and  in  the 
surrounding  skin,  their  summit  being  very  little  or  not  at  all  sensitive. 
According  to  Leloir,  no  nerve  fibres  or  axis  cylinders  are  found  in 
these  formations. 

(Edema  of  the  labia  is  seldom  met  with,  except  in  the  cases  that 
have  been  previously  mentioned.  I  have  lately  seen,  however,  a 
patient  who  had  an  oedema  of  the  labia,  occasioned  by  excessive 
coition  with  a  man  whose  penis  was  abnormally  large. 

With  men,  mucous  patches  are  complicated  with  oedema  of  the 
prepuce,  vegetations,  and,  at  times,  blennorrhoea. 

Diagnosis  op  Mucous  Patches. — It  is  almost  impossible  to  mis- 
take a  mucous  patch  after  a  number  have  been  seen.  They  are  formed 
upon  a  papule,  that  is,  an  inflammatory  swelling  of  the  corium  and 
papillse ;  the  connective  tissue  is  consequently  thickened ;  their  sur- 
face is  oozing,  and  the  epidermis  or  superficial  epithelium,  which 
covers  them,  is  saturated  or  desquamated.  Thus,  upon  the  labia 
majora  and  minora  there  are  seen,  if  the  epithelium  be  simply  satu- 
rated, whitish  patches  or  small  points,  which  resemble  moist  or  pulpy 
paper,  and  consist  of  epidermic  cells  or  excavated,  changed  super- 
ficial epithelium  ;  upon  a  mucous  membrane,  as  the  lips  or  palate,  the 
epithelium  is  whitish,  opaline,  resembling  a  surface  which  has  been 
touched  with  nitrate  of  silver. 

The  mucous  patch  of  the  labia  majora,  if  eroded,  has  a  surface 
which  is  red  and  smooth  after  the  superficial  epithelium  has  desquama- 
ted; the  shape  of  the  patch  is  always  circular,  or  regularly  oval,  and 
the  derm  is  thickened  upon  its  surface.  Mucous  patches  of  the  neck  of 
the  uterus  are  readily  recognized  by  their  opaline  surface  and  group- 
ing. When  they  are  ulcerated,  the  opaline  appearance  can  generally 
be  seen  at  their  margins.    If  the  entire  patch  be  ulcerated,  one  may 
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hesitate  between  a  simple  ulcer  of  the  neck  and  a  syphilitic  ulcera- 
tion. The  hypertrophiecl  papules  are  very  characteristic.  The 
papules  of  the  vulva  and  labia  majora,  even  when  in  process  of  heal- 
ing, are  very  distinct ;  as  the  epidermis  forms  the  derm  remains  a  little 
papular,  and  their  surface  is  dull  red. 

The  diseases  of  the  vulva  with  which  mucous  patches  may  be 
confounded  are,  first,  herpes.  It  has  previously  been  mentioned,  d 
propos  of  the  diagnosis  of  chancre,  that  herpes  of  the  vulva  is  some- 
times characterized  by  an  extremely  confluent  eruption  of  vesicles 
which  rupture  and  become  small  erosions.  Successive  herpetic 
eruptions  may  occur,  causing  swelling  of  the  labia  majora  and 
minora,  and  the  entire  vulva  may  thus  become  covei'ed  with  small 
ulcers,  which  may  last  fi'om  eight  to  fifteen  days,  and  are  very  apt  to 
be  mistaken  for  mucous  patches.  When  a  vesicle  of  herpes  ruptures, 
and  the  raised  epithelium  has  been  thrown  off,  there  remains  a  small 
erosion  or  superficial  ulceration  having  the  diameter  of  the  vesicle — 
two  to  three  millimetres.  When  several  vesicles  are  close  together 
they  unite  and  form  a  single  ulcer  with  festooned  edges.  But  these 
ulcers,  or  erosions,  do  not  rest  upon  a  papular  base  over  a  swollen 
derm,  which  is  sufiicient  to  distinguish  them  from  mucous  patches. 
Again,  in  making  a  thorough  examination  of  the  patient,  if  there  are 
successive  eruptions,  as  in  Case  VI.,  there  are  seen  recent  and  perfect 
vesicles  alongside  of  old  erosions.  Although  the  vulva  may  be  much 
inflamed,  moist  and  covered  with  a  purulent  serum,  and  although 
the  labia  minora  and  majora  may  be  (edematous,  the  inguinal 
glands  are  neither  swollen  nor  hard.  Herpes  recovers  of  itself;  the 
erosions  which  have  succeeded  the  vesicles  become  srnall,  cicatricial, 
white,  or  pigmented  spots.  The  cicatrices  soon  disappear,  and  the 
skin,  at  the  seat  of  the  eruption,  for  a  time  remains  pigmented. 

In  mucous  patches  the  papules  are  much  larger  and  more  promi- 
nent, even  when  they  are  ulcerated;  they  have  a  base  Avhich  is 
formed  of  the  derm  infiltrated  with  cells  and  swollen,  which  is  not  the 
case  in  herpes.  Again,  the  lymphatic  glands  in  connection  with 
mucous  patches  are  always  indurated. 

An  indurated  chancre  is  not  liable  to  be  confounded  with  a  mucous 
patch,  even  with  an  indurated  base  (see  page  142), because  the  patches 
are  always  multiple  upon  the  vulva. 

A  soft  chancre  is  also  different  from  a  raucous  patch,  in  so  far  as  it 
destroys  the  derm  and  forms  a  deep  ulcer.    It  is  true,  when  it  is 
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healing,  it  granulates,  and  is  even  with  the  surrounding  skin;  but  if 
there  be  any  doubt  inoculation  will  remove  it. 

Elephantiasis  is  not  liable  to  be  mistaken  for  mucous  patches,  since 
it  is  a  deep  lesion  of  long  duration,  a  tumor,  a  true  myxoma  or  a 
fibroma,  and  if  there  be  any  doubt,  the  continuation  of  the  swelling  in 
elephantiasis,  compared  with  the  rapid  recovery  of  mucous  patches, 
soon  removes  all  uncertainty. 

Mucous  patches  of  the  neck  of  the  uterus  are  to  be  distinguished 
from  herpes  of  this  region,  which,  according  to  some  writers,  occa- 
sionally occurs.  But  herpes  of  the  neck  is  met  with  only  in  connec- 
tion with  herpes  of  the  vulva,  so  that  this  error  may  easily  be  avoided. 

Mucous  patches  of  the  vulva,  mouth,  throat,  etc.,  although  local 
lesions,  always  indicate  a  syphilitic  contamination  of  the  whole 
system.  Their  course,  their  duration,  and  their  prognosis,  con- 
sidered as  local  lesions,  vary  according  to  their  seat  and  the  age  of 
the  syphilis.  Many  recover  simply  by  rest  and  cleanliness,  as  for 
example,  in  the  first  eruption  of  mucous  patches  upon  the  vulva,  but 
they  frequently  return  in  loco.  Mucous  patches  of  the  tongue  and 
throat  are  more  tenacious,  but  when  the  attack  of  syphilis  is  not  very 
intense,  they  are  readily  healed.  In  some  patients,  especially  Avith 
smokers,  patches  of  the  mouth  and  throat  are  incurable,  internal 
treatment  being  powerless. 

With  several  of  our  patients,  we  have  seen  the  mucous  patches  of 
the  tongue,  fauces,  and  tonsils  obstinately  return  during  several  years. 
We  have  also  had  women  to  return  to  the  hospital  for  two  or  three 
years,  at  various  periods,  to  be  treated  for  these  lesions. 

Treatment  op  Mucous  Patches. — The  mucous  patches  of  the 
vulva,  as  they  are  seen  in  the  Lourcine  Hospital  in  their  perfection, 
upon  patients  at  the  time  of  their  entering  the  wards,  vegetating, 
hypertrophied,  or  enormously  confluent,  covei'ing  the  labia  minora 
and  majora,  the  inguinal  folds,  perineum,  and  anal  region,  and  occa- 
sioning an  inflammatory  hypertrophy  of  the  skin  of  these  parts,  are 
rapidly  improved  by  rest,  mercury,  and  cleanliness.  Fournier  advises 
simply  a  dressing  of  a  simple  powder  or  ointment.  [Calomel  or  oxide 
of  zinc  in  powder,  either  separately  or  combined  in  equal  proportions, 
will  usually  be  a  suflS.cient  dressing,  if  the  parts  be  kept  free  from 
discharge,  and  separated  by  a  piece  of  soft  lint  frequently  changed.] 
We  have  obtained  benefit  from  a  slight  cauterization  with  nitrate  of 
silver,  in  addition  to  the  internal  treatment  and  local  applications. 
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The  vulvar  symptoms  soon  disappear,  the  exuberant  patches  subside, 
the  skin  becomes  pliant,  and  at  the  end  of  two  or  three  weeks, 
three-fourths  of  the  disease  has  vanished.  The  patches  still  remain 
a  little  papular ;  later  they  are  entirely  effaced,  and  leave  only  a  red 
colored  spot,  which  in  time  disappears  without  leaving  a  cicatrix. 

Mercurial  treatment  is,  without  doubt,  very  efficient  in  causing  this 
prompt  recovery,  but  it  by  no  means  prevents  a  relapse,  and  a  new 
eruption  may  occur  in  a  few  months. 

Mucous  patches  of  the  mouth,  lips,  tongue,  and  throat,  although 
not  so  exuberant  as  those  of  the  vulva,  are  generally  more  difficult  to 
heal.  Fournier  advises  cauterization  with  acid  nitrate  of  mercury, 
as  he  does  not  think  mercurial  treatment  sufficient.  If  this  caustic  be 
employed,  it  should  be  used  with  every  precaution,  since  a  single 
application,  carelessly  made,  may  be  followed  by  mercurial  poisoning. 

For  the  mucous  patches  of  the  second  and  third  year  of  syphilis, 
seated  upon  the  tongue  or  throat,  vegetating,  elevated,  hypertrophied, 
and  of  long  duration,  covered  with  corneous  or  white  layers,  or  for 
those  patches  which  are  but  little  elevated,  but  are  accompanied  by  a 
sclerosis  of  the  connective  tissue  of  the  mucous  membrane,  it  is  neces- 
sary to  use  a  more  energetic  caustic,  which  will  penetrate  deeper  than 
the  nitrate  of  silver.  We  have  several  times,  with  success,  employed 
acetic  acid,  which  penetrates  into  the  layers  of  inflamed  connective 
tissue  beneath  the  epithelium. 

The  Expediency  of  Surgical  Operations  during  Secondary 
Syphilis. — Excision  of  indurated  chancres,  of  mucous  patches  of  the 
labia  majora  and  minora,  removal  of  the  tonsils,  etc.,  have  frequently 
been  mentioned  throughout  the  preceding  chapters.  Yet  many  emi- 
nent surgeons,  especially  Verneuil,  are  opposed  to  any  operation 
during  a  disease  as  general  as  syphilis.  The  blood,  the  liquids  and 
solids  of  the  economy  are  impregnated  with  the  syphilitic  virus,  and 
it,  should  be  asked,  if  there  is,  or  if  there  is  not,  danger  in  submitting 
the  patients  in  such  a  condition  to  surgical  interference  ?  if  the  wounds 
which  result  from  such  operations  are  not  peculiarly  unfavorable  ? 
etc.  In  regard  to  the  danger  or  safety  of  operations  upon  patients 
affected  with  syphilis,  I  can  say  from  my  own  practice,  and  that  of  all 
the  physicians  and  surgeons  connected  Avith  the  Lourcine  Hospital, 
that  there  is  no  possible  objection  to  the  performance  of  these  minor 
operations  upon  patients  who  present  an  eruption  of  the  secondary 
period.    The  indurated  chancres  of  the  labia  which  I  have  removed ; 
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those  that  my  colleagues  Horteloup  and  Mauriac  have  operated  upon  ; 
tonsils  that  I  have  excised  ;  similar  operations  by  Anger;  excisions  of 
mucous  patches  of  the  labia  minora,  numerous  operations  upon  enor- 
mous vegetations  that  we  have  frequently  made,  and  removal  of  lym- 
phatic glands  have  always  been  followed  by  a  healthy  wound.  If 
the  tissue  were  cedematous  or  indurated,  union  by  the  first  intention 
did  not  take  place,  suppuration  occurred  and  lasted  a  few  days,  but 
that  was  all,  and  there  was  observed  neither  separation  nor  abnormal 
redness  of  the  edges  of  the  wound.  I  mention  these  cases  in  order 
that  there  may  be  no  hesitation  to  perform  a  small  operation  which 
may  benefit  the  patient. 

In  a  thesis  by  Petit, ^  written  at  the  suggestion  of  Prof.  Verneuil, 
the  danger  of  such  operations  is  considered.  He  has  collected  a 
number  of  cases  published  by  different  writers,  and  those  observed 
by  himself,  from  which  he  concludes  that  traumatic  lesions  may  pre- 
sent a  peculiar  appearance,  and  follow  an  abnormal  course  with  syphi- 
litic patients. 

First,  however,  we  must  exclude  from  these  cases  those  which  were 
reported  previous  to  the  period  when  the  distinction  between  indurated 
and  soft  chancres  was  not  recognized.  For  example,  the  observation 
of  Cazenave,  that  with  some  patients,  affected  with  syphilis,  leech-bites 
are  transformed  into  round  ulcerated  chancres.  It  is  evident  this  has 
reference  to  soft  chancres,  since  infecting  chancres  are  not  auto- 
inoculable  (see  p.  81). 

The  syphilitic  eruptions  which  follow  the  application  of  croton  oil, 
cantharides,  or  the  reception  of  an  injury,  are  also  of  but  little  value, 
since  these  eruptions  frequently  occur  several  times  during  the  second- 
ary stage,  and  their  appearance  may  be  only  a  coincidence. 

As  regards  those  difficult  operations  which  are  far  from  always 
succeeding,  under  any  circumstances,  as  the  auto-plastic,  should  we 
consider  their  failure,  in  syphilitic  patients,  to  be  due  to  the  presence 
of  syphilis  ? 

Ricord,'^  who  certainly  has  had  much  experience,  maintained  that 
these  operations  upon  syphilitic  patients  followed  the  same  course  as 
with  non-syphilitic,  provided  that  the  wounds  were  not  contaminated 
with  the  virulent  pus.  He  evidently  here  refers  to  the  pus  of  soft 
chancres. 

'  De  la  syphilis  daus  ses  rapports  avec  le  traumatisme.    Henri  Petit.  Paris, 
1875. 

2  Bulletin  de  la  Society  de  chirurgie,  t.  ii.,  1851-52. 
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Among  the  cases  reported  in  support  of  Petit's  thesis  we  cannot 
admit  those  of  old  gummata,  which  Avere  opened  and  treated  as  ab- 
scesses, and  did  not  heal.  Here  the  iodide  of  potassium  is  as  power- 
ful as  the  knife  is  useless. 

It  is  true,  at  times,  that  auto-plastic  operations  do  not  generally  suc- 
ceed, when  we  operate  upon  tissues  which  are  inflamed  even  in  a 
slight  degree,  or  modified  by  cicatrices  of  chancres,  by  tubercles,  or 
by  syphilitic  gummata.  But  there  are  cases  of  recovery,  especially 
if  the  precaution  of  previously  administering  mercury  and  iodine  has 
been  taken. 

Although  a  number  of  doubtful  cases  are  excluded  from  the  thesis 
of  Petit,  there  yet  remain  some  where  syphilis  has  certainly  been  the 
cause  of  failure  of  the  operation,  and  where  injuries  have  occasioned 
secondary  lesions. _  These  cases  derive  most  of  their  value  from  the 
circumstance  that  they  have  been  observed  by  Verneuil.  "We  are 
much  more  disposed  to  admit  injuries  as  an  eificient  cause  of  some 
tertiary  syphilitic  manifestations,  as  we  have  frequently  observed 
striking  examples  in  osseous  lesions  (see  Chapter  IX.). 

Major  operations  may  be  undertaken  after  a  prolonged  treatment 
with  iodide  of  potassium  and  mercury.  For  the  minor  operations, 
such  as  are  performed  in  the  Lourcine  Hospital,  we  may  repeat,  that 
we  have  never  seen  them  followed  by  an  accident,  and  that  they  seem 
to  us  entirely  safe. 
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CASE  VI. 

Successive  eruptions  of  herpes  upon  the  genital  organs. 

I.  I.,  £et.  41,  storekeeper,  entered  the  hospital  June  21,  1877,  Saint 
Clement  ward,  No.  4. 

This  woman  felt  during  the  night  of  June  17th  or  18th  two  small 
pimples  in  the  pei'ineal  region,  between  the  fourchette  and  anus. 

She  had  attended  to  her  work  on  the  17th,  walking  very  much,  and 
carrying  merchandise  upon  her  back  and  arms.  On  the  18th  she  con- 
tinued her  work.  The  19th  she  was  unable  to  go  to  the  dispensary;  she 
had  fever,  which  continued  during  the  night  of  the  20tli  and  21st. 

On  the  21st  she  went  to  the  Pitie,  fi-om  where  she  was  sent  to  the 
Lourcine,  as  having  syphilis. 

The  day  after  her  admission  we  observed,  disseminated,  numerous  and 
very  superficial  erosions,  some  without  order,  otiiers  grouped  upon  the 
labia  majora  and  minora,  and  in  the  inguinal  region.  The  vulva  is 
swollen  and  red";  there  is  a  profuse  oozing  of  sero-purulent  fluid  from  the 
erosions.  The  patient  has  also  had  an  abundant  vaginal  discharge  during 
the  past  two  weeks.  Menstruation  has  ceased  for  twenty-one  months.  She 
has  very  seldom  had  sexual  connection.  During  last  month  she  remained 
four  nights  with  a  man  about  48  to  50  years  old. 

Examination  shows  a  large  inguinal  hernia  of  the  right  side.  The 
glands  of  this  region  are  not  indurated  or  enlarged.  She  denies  ever 
having  had  any  affection  of  the  vulva. 

We  ordered  for  treatment  frequent  washing  and  powdered  starch. 

On  the  23d  we  find,  besides  the  above-mentioned  erosions,  four  or  five 
small  vesicles,  which  have  developed  since  her  admission,  and  are  situated 
outside  of  the  left  labium  majorum.  These  vesicles  areas  characteristically 
herpetic  as  possible  :  they  are  acuminated,  transparent,  as  large  as  a  large 
pin-head,  and  when  pricked  with  a  needle,  discharge  a  transparent,  clear 
fluid. 

The  patient  suffered  very  much  from  the  eruption  during  the  first  few 
days  in  the  hospital,  she  was  unable  to  sleep,  the  pain  was  smarting  and 
burning,  and  she  could  not  touch  the  parts  without  causing  pain. 

The  erosions  of  the  vulva,  and  the  last  eruption  of  herpes,  continued  to 
ooze  for  some  days. 

June  30th.  'J'lie  patient  is  better,  but  the  erosions  still  exist ;  the  vulva 
is  less  tender  and  not  so  much  inflamed. 

July  6ih.  Continues  to  improve,  all  the  erosions  have  healed  and  are 
replaced  by  small  round  or  irregular  wiiite  spots ;  the  skin  surrounding 
these  spots  is  slightly  pigmented. 

July  12th.  Leaves  the  hospital  recovered.  Tlie  duration  of  the  eruption 
being  about  fifteen  days. 
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CASE  VII. 

Mucovs  patches  on  the  tonsils  ;  removal  of  the  tonsil. 

C.  L.,  a3t.  18,  admitted  into  the  hospital  April  5,  1878,  Saint  Clement 
ward,  bed  No.  28. 

No  special  personal  or  hereditary  history.  Two  years  previous  she  had 
mucous  patches  upon  the  vulva,  for  which  she  was  treated  in  this  hospital. 

Her  health  has  been  good  until  the  present  time  ;  fifteen  days  previous  to 
her  admission,  she  saw  mucous  patches  again  appear  upon  the  labia 
minora  ;  these  ulcers  becoming  painful,  she  decided  to  enter  the  hospital. 

Present  Condition. — We  find  upon  tlie  internal  sui-face  of  the  labia 
majora  six  patches  :  four  upon  tlie  right  labium  and  two  upon  the  left. 
These  ulcerated  patches  are  large,  indurated  at  their  base,  and  gray  in 
color.  One  of  these  patches  upon  the  right  labium  is  deeply  eroded,  yel- 
lowish in  color,  the  base  much  indurated,  and  might  easily  be  mistaken 
for  an  infecting  chancre. 

Five  or  six  non-ulcerated  mucous  patches  at  the  anus. 

Four  or  five  indurated  glands,  as  large  as  hazel-nuts,  in  the  right  and 
left  inguinal  folds. 

Ulcerated  mucous  patches  upon  the  left  tonsil  and  internal  surface  of 
the  lips. 

Treatment  Van  Swieten's  solution.     Solution  of  nitrate  of  silver 

applied  to  the  patches. 

After  twenty-five  days  of  treatment,  the  patient  left  tlie  hospital.  The 
mucous  patches  had  disappeared. 

June  '23d.  Again  entered  the  hospital.  The  mucous  patches  of  the 
vulva  and  anus  have  reappeared,  and  have  become  large  and  vegetating. 

The  tonsils  are  hypertrophied,  covered  with  large,  opaline,  but  not 
ulcerated,  mucous  patches.    Mucous  patches  upon  the  right  anterior  arch. 

The  left  tonsil  was  removed  with  the  tonsillitome  on  June  4th. 

Prescribed  as  before.  Emollient  gargle.  Cauterization  with  nitrate  of 
silver. 

June  18th.  The  wound  caused  by  removing  the  left  tonsil  is  perfectly 
healed.  We  cannot  find  upon  it  any  trace  of  a  mucous  patch.  On  the 
contrary,  the  patches  upon  the  right  tonsil  are  scarcely  diminished. 

Jime  ■28th.  More  mucous  patches  in  the  throat.  Two  or  three  eroded 
mucous  patches  at  the  base  of  the  tongue.  The  mucous  patches  upon  tlie 
vulva  and  anus  tend  to  disappear. 

Histological  Examination  of  the  Tonsil. — The  removed  tonsil 
is  the  seat  of  an  opaline,  non-ulcerated,  smooth,  oval  mucous  patch, 
measuring  nearly  a  centimetre  in  diameter.  A  section  of  the  hardened 
tonsil,  passing  through  the  long  axis  of  the  mucous  patch,  shows  that 
the  epithelial  layers  are  increased,  that  the  papillie  are  elongated,  and 
that  the  connective  tissue  is  the  seat  of  numerous  dilated  vessels. 
Figure  24  (see  page  134)  is  a  drawing  of  this  patch  seen  with  low 
power.  Upon  the  epithelial  surface  we  see  a  small  indentation,  6,  and 
an  indistinct  point,  c ;  the  former  is  a  small  superficial  open  abscess, 
11 
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the  latter  a  small  abscess  still  imprisoned  in  the  layers  of  the  super- 
ficial epithelium.  Figure  25  (see  page  135)  is  the  same  section  mag- 
nified 150  diameters  ;  the  changes  of  the  epithelium  and  rete  mucosum 
are  shown.  The  small  abscesses,  m,  m',  n,  are  seen  situated  in  the  most 
superficial  layers  of  epithelium,  and  finally  open  upon  the  surface. 
The  deeper  epithelial  cells,  those  between  the  papillae,  are  mostly  ex- 
cavated, and  a  few  contain  pus  corpuscles  in  their  interior. 

Figure  28  (see  page  187)  is  a  drawing  with  very  high  power,  show- 
ing the  excavated  state  of  the  cells  and  the  beginning  of  the  formation 
of  small  abscesses.  It  is  very  evident  that  the  pus  corpuscles  are  within 
the  cells,  or  in  a  cavity  in  the  centre  of  the  cell,  taking  the  place  of  the 
nuclei.    The  indentations  Avhich  remain  indicate  the  edges  of  cells. 

All  the  dermo-papillary  layers  of  the  mucous  membrane  are  simul- 
taneously inflamed. 

The  papillae  present  a  small  cell  infiltration,  which  also  extends 
between  the  fasciculi  of  the  deeper  connective  tissue.  The  vessels 
are  enlarged  and  filled  with  blood.  Still  deeper  the  closed  follicles 
of  the  tonsil  are  very  much  larger  than  normal.  Fig.  24  (see  page 
134)  shoAvs  at  c?  a  portion  of  one  of  these  follicles.  The  trabeculae  of 
the  reticulum  are  normal,  but  the  contents  of  the  peri-follicular  sinuses, 
of  the  afferent  lymphatic  vessels,  and  the  meshes  of  the  delicate  re- 
ticular tissue  are  changed.  These  cavities  are  filled  with  lymph  cells, 
some  of  which,  especially  in  the  peri-follicular  sinuses,  show  a  prolife- 
ration of  their  nucleus,  and  also  contain  in  their  protoplasm  red  blood- 
corpuscles. 

CASE  VIII. 
Indurated  mucovs  patches  resembling  chancres. 

J.  B.,  fet.  20,  polisher,  admitted  into  the  hospital  May  23d,  1878,  Saint 
Clement  ward,  bed  No.  32. 

No  special  or  hereditary  history.  Five  months  previous  she  had  a  few 
pimples  upon  the  vulva;  these  liad  never  entirely  disappeared. 

Present  Condition  Festooned,  cppper-colored  erosion  witli  a  whitish 

epithelial  border,  situated  upon  the  glans  clitoridis. 

Similar  but  smaller  erosions  upon  the  foureliette. 

The  left  labium  minorum  is  much  swollen.  It  presents  at  its  free 
border  and  upon  its  internal  surface  an  irregular  ulceration,  about  an  inch 
in  diameter.  This  erosion  is  somewhat  convex,  its  bottom  red  (color  of 
ham),  shining,  scarcely  moist ;  its  edges  are  covered  by  a  slight  whitish 
swelling,  consisting  of  macerated  epithelial  cells  and  leucocytes.  The 
margins  and  base  of  this  erosion  are  indurated.  If  the  beginning  and 
history  of  this  lesion  were  not  known,  it  might  very  easily  be  mistaken  for 
an  indurated  and  eroded  chancre. 
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Upon  the  left  buttock,  near  the  anus,  is  found  a  swelling  a  little  more  tluin 
an  inch  in  diiinieter,  formed  of  vegetating  mucous  patches.  Four  or  five 
indurated  glands,  the  size  of  hazel-nuts,  are  felt  in  each  groin.  Mucous 
patches  are  seen  upon  the  tonsils  and  anterior  arches  of  the  palate.  A 
large  mastoid  gland  on  the  left  side,  and  enlarged  glands  in  both  sub- 
clavicular triangles  are  observed.    There  is  no  roseola. 

Ordered  Van  Swieten's  solution. 

The  swollen  and  indurated  porlion  of  the  nympha  upon  which  is  situated 
the  chancrous-like  erosion  was  removed  with  tiie  knii'e. 

The  histological  examination  of  this  mucous  patch  served  us  in  great 
part  for  the  description  of  ulcerated  mucous  patches  of  the  genital  organs. 

June  4th.  The  wound  resulting  from  the  excision  is  completely  cica- 
trized, and  the  cicatrix  is  imperceptible.  The  vulva  has  become  more 
regular  since  the  removal  of  the  nympha. 

June  19th.  The  patient  left  the  hospital.  The  excision  of  the  nympha 
has  been  followed  by  very  rapid  cicatrization,  and  has  occasioned  no 
accident. 

CASE  IX. 

Mucons  patches  with  indurated  base. 

R.  L.,  £et.  22,  burnisher,  entered  the  hospital  June  6th,  1878,  Saint 
Clement  ward,  bed  No.  2. 

No  special  personal  or  hereditary  history.  Six  months  previous  slie 
had  an  "  excoriation"  upon  the  right  labium  majorum.  The  physician 
whom  she  consulted,  told  her  it  was  the  result  of  an  accouchement. 

Since  this  time  her  health  has  been  good,  but  some  time  ago  she  saw 
upon  the  vulva  some  mucous  patches,  which  have  ulcerated. 

Present  Condition. — Tliei'e  is  an  elongated,  somewhat  depressed,  but 
very  distinct  cicatrix  at  the  inferior  extremity  of  the  right  labium  in  the 
fold  formed  between  it  and  the  nympha.  At  this  point  a  manifest  ligneous 
induration  is  easily  felt.  The  labium  is  red  and  swollen.  Both  labia 
minora  are  covered,  upon  their  internal  surfaces,  with  ulcerated  mucous 
patches.  Another  patch  exists  at  the  superior  extremity  of  the  right  la- 
bium majorum.  These  mucous  patches  lie  upon  a  tissue  distinctly  indu- 
rated, readily  distinguished  from  the  surrounding  tissue.  The  sui-face  of 
the  patches  is  covered  by  a  gi-ayish,  adherent  false  membrane. 

In  both  groins  are  five  or  six  glands,  as  large  as  hazel-nuts. 

The  trunk,  nape  of  the  neck,  and  internal  surface  of  the  thighs  are 
covered  with  yellowish  papules  which  have  existed  about  tiiree  weeks. 

Mucous  patches  are  seen  upon  the  tonsils  and  anterior  arches  of  the 
palate,  particularly  the  right. 

Large  gland  in  right  mastoid  region  ;  a  few  indurated  glands  in  the  sub- 
clavicular triangles. 

Ordered  Van  Swieten's  solution.  Application  of  a  solution  of  nitrate 
of  silver  to  the  patches. 

June  12th.  The  mucous  patches  have  almost  entirely  disappeared. 

June  21st.  The  patient  left  the  hospital.  The  mucous  and  cutaneous 
lesions  have  completely  disajipeared. 
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CHAPTEE,  VI. 

EARLY  CUTANEOUS  SYPHILIDES. 

Syphilitic  fever — Neuralgia — Osteocopic  and  rheumatoid  pains — Anaemia — Dif- 
fused, macular,  and  papular  roseola — Differences  of  the  eruption  depending 
upon  its  location — Papular  syphilide—  Histology  of  the  acute  and  superficial 
papule — Lenticular  papular  syphilide — Histological  description — Effusion  of 
blood  into  the  papules — Diagnosis  from  simple  psoriasis — Differences  of  the 
papular  syphilide  depending  upon  its  location — Onychia  and  alopecia — 
Macular  syphilide. 

Early  cutaneous  syphilides  appear  a  short  time  after,  before,  or 
at  the  same  time  with  the  mucous  patches.  The  secondary  stage  of 
syphilis  presents,  during  the  two,  three,  or  four  years  of  its  duration, 
successive  crops  of  mucous  patches  and  cutaneous  eruptions.  The 
syphilides  are  divided  into  early  and  late :  the  former  generally  con- 
fluent and  superficial,  the  latter  usually  more  localized,  deeper,  and 
tending  to  ulcerate. 

After  the  cicatrization  of  the  chancre,  and  whilst  the  mucous  mem- 
branes are  affected  with  moist  papules,  when  the  skin  is  covered  with 
disseminated  eruptions  from  the  top  of  the  head  to  the  soles  of  the 
feet,  when  all  the  lymphatic  glands  are  swollen,  it  is  of  course  evident 
that  the  entire  economy  is  infected :  the  blood  is  poisoned  and 
syphilis  is  fully  developed. 

Very  often,  at  the  beginning  of  the  eruption  or  a  few  days  pre- 
vious, patients  complain  of  a  special  fever,  si/philitic  fever.  AVomen, 
particularly  the  young  and  anaemic,  enfeebled  by  living  in  the  city, 
by  overwork  or  dissipation,  are  more  frequently  attacked  than  men. 
The  symptoms  of  syphilitic  fever  are  paroxysms  occurring  at  evening 
or  during  the  night,  which  are  rather  more  marked  by  the  warm  than 
cold  stage,  followed  by  an  elevation  of  the  internal  temperature  and 
increase  of  the  pulse.  The  axillary  temperature  seldom  reaches  39° 
C.  (102.2°  F.) ;  it  remains  between  38°  C.  (100.4°  F.)  and  38.5°  C. 
(101.3°  F.).  The  general  phenomena,  the  malaise,  the  anorexia, 
and  collapse,  are  very  much  less  marked  than  in  intermittent  fever. 
The  tongue  is  normal,  and  the  appetite  is  generally  unaffected,  some- 
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times  there  is  even  boulimia.  These  symptoms  are  never  so  regular 
as  in  intermittent  fever  ;  the  stages  of  chill,  heat,  and  sweating  do  not 
follow  in  any  regular  order;  the  chills  are  frequently  absent,  and  they 
are  by  no  means  amenable  to  treatment  by  sulphate  of  quinia.  This 
special  fever  is  very  variable  in  duration,  and  is  either  limited  to  one 
or  two  paroxysms  for  each  eruption  of  the  cutaneous  lesion,  or,  on 
the  contrary,  continues  eight  to  ten  days  or  even  several  weeks. 
According  to  the  statistics  of  Fournier,  one-third  of  the  patients  of 
the  Lourcine  Hospital  suffer  with  syphilitic  fever  during  the  secondary 
period.  From  my  experience,  it  is  very  much  less  frequent.  It  is 
true,  I  have  not  specially  sought  for  this  symptom,  and  it  may  have 
escaped  my  notice,  since  I  only  saw  the  patients  during  the  morning. 

The  other  general  symptoms  which  accompany  syphilitic  cutaneous 
lesions  are  the  neuralgic  pains  of  various  parts,  frontal,  occipital, 
intercostal ;  the  nervous  phenomena,  hypersesthesia,  anaesthesia,  or 
analgesia.  These  latter  nervous  symptoms  occur  only  in  women,  and 
are  connected  with  hysteria.  Neuralgia  and  osteocopic  or  rheumatoid 
pains,  connected  with  the  bones,  during  the  period  of  early  lesions, 
should  be  regarded  as  lesions  of  the  periosteum,  articulations,  fibrous 
tissues,  and  bones  themselves.  We  have  had  opportunities  to  verify 
the  occurrence  of  periostitis  and  osteitis  in  the  secondary  stage,  and 
Mauriac  has  published  some  cases  of  periostoses  appearing  at  the 
beginning  of  this  period. 

Ancemia  also  plays  an  important  role  in  this  stage  of  syphilis.  It 
appears  to  be  decided,  from  the  counting  of  red  blood-corpuscles  by 
Wilbouchewitch,  made  at  the  Hopital  du  Midi,  that  the  number  of  red 
blood-corpuscles  progressively  diminishes  during  syphilis,  and  that 
tlie  employment  of  mercury  stops  this  diminution.  This  will  again 
be  referred  to  when  studying  the  action  of  mercury.  The  number  of 
red  corpuscles  contained  in  a  cubic  millimetre  of  blood,  in  the  normal 
state,  is  from  4,260,000  to  6,447,000.  In  the  syphilitic  patients 
examined  by  Wilbouchewitch  the  average  number  was  4,321,000 
red  blood-corpuscles  in  a  cubic  millimetre.  Important  causes  of  this 
aneemia  are  the  extensive  congestions  and  inflammations  of  the  skin ; 
the  oozing  and  suppurating  eruptions  of  the  genital  organs,  and  with 
women  the  profuse  leucorrhoea,  which  often  exerts  such  debilitating 
influence  ;  the  neck  of  the  uterus,  whether  the  seat  of  raucous  patches 
or  not,  being  generally  congested  and  affected  with  catarrh.  The 
anfemia  is  manifested  by  a  feeling  of  weakness,  by  unfitness  for  work, 
by  fatigue  following  the  least  exercise,  etc. 
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In  Chapter  IV.  (see  page  127)  there  is  given  a  classification  of 
cutaneous  syphilides.  The  varieties  are  numerous,  but  this  need  not 
be  discouraging,  since  most  frequently  the  different  elementary  lesions 
are  present  upon  the  same  patient,  and  their  intermingling,  in  connec- 
tion with  the  characteristic  appearance  of  the  chief  eruption,  and  of  the 
accompanying  lesions,  such  as  enlarged  lymphatic  glands  and  mucous 
patches,  prevents  any  mistake  in  diagnosis. 

Take,  for  example,  a  patient  who  offers  a  type  of  early  syphilitic 
eruption  :  she  presents  upon  the  neck,  chest,  arms,  and  thighs,  a 
diffused  macular  eruption,  papular  upon  the  inferior  part  of  the  trunk 
and  forearms,  while  upon  the  palms  of  the  hands  are  seen  small 
papules,  upon  the  surface  of  which  the  epidermis  is  desquamating  or 
absent ;  around  the  a!se  of  the  nose,  upon  the  scalp,  forehead,  and 
nape  of  the  neck  there  exist  a  few  small  scabby  papules,  and  upon 
the  scalp  true  pustules  with  brown  scabs.  Upon  the  back,  as  far  as 
the  loins,  the  roseola  and  the  papules,  by  their  number  and  diversity 
of  color,  give  the  appearance  of  a  trout  skin,  the  former,  the  roseola, 
varying  from  a  pink  tinge  to  the  color  of  ham,  the  latter,  the  papules 
being  red  and  copper  color.  Add  to  these  eruptions  the  enlarged 
lymphatic  glands  of  the  neck,  nucha,  and  groins,  the  mucous  patches 
of  the  vulva,  mouth,  lips,  and  tonsils,  and  it  gives  a  perfect  picture 
of  an  early  syphilitic  eruption,  such  as  is  frequently  met  with. 

1st.  Erythematous  Syphiltdb  ;  Roseola. — This  eruption  pre- 
sents three  varieties  :  diffused,  macular,  and  papular  roseola. 

Diffused  roseola  is  charactei'ized  by  a  pinkish  marbling  of  the  skin, 
by  pink  lines,  by  diffused  and  very  superficial  red  spots,  which  at  the 
beginning  of  the  roseola  disappear  upon  pressure,  and  resemble  very 
much  the  redness  of  the  chest  and  shouldei's  caused  by  exposure  to 
the  air.  This  syphilitic  roseola,  although  it  lasts  but  a  short  time, 
is  followed  by  yellowish  or  grayish  spots,  due  to  the  presence  of  the 
coloring  matter  of  the  blood  in  the  rete  mucosum  of  the  skin,  and 
these  spots  do  not  disappear  upon  pressure. 

Macular  roseola  is  characterized  by  pink  or  red  spots,  round  or 
lenticular,  with  borders  sometimes  quite  distinct,  more  frequently 
poorly  defined  and  irregular.  These  spots,  which  are  at  first  not 
ham-colored  and  disappear  completely  upon  pressure,  soon  present 
an  ecchymotic  yellowish  tint  not  effaced  by  pressure,  Avhich  is  a 
characteristic  feature.  They  are  seated,  like  diffused  roseola,  upon 
the  neck,  front  of  the  chest,  shoulders,  arms,  abdomen,  thighs,  and 
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legs,  in  a  word,  over  almost  the  entire  body.  The  face  is  not  always 
affected,  but  the  eruption  is  quite  often  seen  upon  the  forehead  and 
around  the  mouth.  The  spots  as  they  disappear  become  yellowish, 
or  greenish-yellow,  or  gray,  resembling  small  eechyraotic  stains. 

These  rubeola-like  spots  may  become  very  irregular  in  form,  cir- 
cular, crescentic,  etc. 

In  papular  roseola,  the  spots  are  similar  in  form  and  color  to  the 
preceding,  but  are  more  regular,  and  do  not  entirely  disappear  upon 
pressure.  Papular  roseola  constitutes  a  variety  intermediate  between 
erythematous  syphilides  and  papular  syphilides  ;  it  frequently  occurs 
together  with  these  two  other  varieties,  and  often  appears  shortly 
after  the  first  eruption. 

While  the  lesions  of  diffused  and  macular  roseola  consist  simply  of 
a  superficial  congestion  of  a  limited  vascular  territory  of  the  skin, 
accompanied  by  an  extravasation  of  a  few  red  blood-corpuscles,  and 
of  their  coloring  material,  the  lesion  of  papular  roseola  is  more  in- 
tense, the  papillary  layer  is  a  little  thickened,  which  occasions  the 
slight  elevations  that  form  the  elementary  lesion,  and  the  bloodvessels 
are  not  entirely  emptied  by  pressure. 

Papular  roseola  (roseola  urticans  of  Fournier)  generally  coexists 
■with  macular  roseola,  and  occurs  mostly  upon  the  epigastric  region, 
abdomen,  back,  and  thighs.  Its  coppery-red  or  brown  color  is  very 
characteristic. 

Upon  the  palms  of  the  hands,  the  papules  undergo  a  modification, 
due  to  the  thickness  of  the  corneous  epidermis,  the  most  superficial 
layers  of  which  fall  oS"  and  expose  the  smooth  surface  of  the  papule. 
The  epidermis  is  arrested  at  their  border,  and  forms  here  a  thin, 
horny,  hard  epidermic  ring. 

The  erythematous  syphilide  is  of  all  the  syphilides  the  most  frequent 
and  most  constant ;  it  is  the  first  manifestation  of  syphilis  upon  the 
skin,  the  appearance  of  spots  and  papules  being  secondary.  It  may 
be  very  slight  and  transient,  so  much  so,  that  the  patient  has  not  per- 
ceived it;  or,  on  the  contrary,  it  may  be  very  intense,  extending  over 
the  entire  body  ;  it  then  becomes  papular,  and  remains  one,  two,  or 
three  months. 

With  syphilitic  erythema,  there  are  almost  always  found  small, 
scabby  papules  or  vesico-pustules  upon  the  scalp,  upon  the  face,  at 
those  points  mostly  selected  by  the  syphilides,  the  forehead,  around 
the  ala;  of  the  nose  and  mouth,  and  upon  the  chin.  The  apparent 
variations  of  the  eruption,  depending  upon  its  situation,  are  due  to  the 
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different  structure  of  the  parts.  For  example,  in  the  case  of  the 
scalp,  the  large  amount  of  sebaceous  fluid,  which  in  the  normal  state 
is  secreted  around  the  hairs,  under  the  irritation  of  syphilis,  becomes 
thickened  and  transformed  into  brown  scabs.  The  transformation  of 
a  pimple  of  papular  roseola  into  an  oozing  papule  or  a  raucous  patch, 
at  the  mouth  or  vulva,  is  a  similar  phenomenon. 

There  also  frequently  exist  at  the  same  time  with  the  roseolar  erup- 
tion, one  or  more  large,  flat,  lenticular  papules  upon  the  posterior 
part  of  the  neck,  upon  the  shoulders,  or  upon  the  forehead. 

Nothing  is  more  simple  than  to  diagnose  an  eruption  of  syphilitic 
roseola  :  simple  roseola,  the  roseola  caused  by  copaiba,  by  exposure 
to  the  atmosphere,  by  measles,  by  bites  of  insects,  etc.,  are  readily 
distinguished  from  it,  if  the  patient  be  examined  with  care,  if  enlarged 
lymphatic  glands  and  mucous  patches  are  looked  for,  and  finally  if 
the  special  coloration  of  the  papules  which  almost  always  attend  the 
erythema  of  syphilis  be  remembered. 

2d.  Papular  Syphilide. — There  are  two  varieties  of  the  papular 
syphilide  :  one  with  small  papules,  and  one  with  large  pajniles. 

The  first  variety  has  received  the  name  of  papular,  lichen-like, 
miliary,  conical,  or  papulo-granular  syphilide.  These  diff"erent 
terms  correspond  to  the  different  appearances  of  the  papules,  which 
are  small,  flat,  or  conical  superficial  elevations.  The  color  of  these 
papules  is  a  very  characteristic,  yellowish  or  copper  hue,  depending 
upon  the  intensity  of  the  syphilis.  However,  Avhen  the  eruption  is 
conical  and  pointed  at  the  summit,  and  when  it  begins  to  be  altered 
by  mercurial  treatment,  it  is  pale,  having  the  color  of  the  skin.  The 
pointed  papules  are  especially  seated  upon  the  face,  on  the  chin, 
around  the  alee  of  the  nose,  where  they  are  always  characteristic, 
being  mingled  with  papular  roseola ;  there  are  also  sometimes  small 
acne  pustules  at  the  summit  of  some  papules.  The  papules  gradually 
disappear  and  leave  small,  miliary,  gray,  ecchyraotic  spots. 

The  elevation  of  the  skin  is  due  to  a  thickening  of  the  papillas  and 
epidermic  layers  ;  but  at  the  summit  of  the  papule  and  over  all  the 
surface  forming  it,  the  most  superficial  layers  of  the  corneous  epider- 
mis have  desquamated,  while  those  at  the  margin  of  the  papule  are 
continuous  with  the  normal  skin  of  the  periphery.  The  circular  line 
where  the  epidermis  is  arrested  forms  a  ring  or  narrow  border,  very 
characteristic  of  the  papules  of  syphilis  (border  of  Biett). 

I  have  been  able  to  remove  and  preserve,  from  an  autopsy  made 
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some  years  ago,  small  and  slightly  elevated  syphilitic  papules,  exist- 
ing at  the  same  time  with  roseola.  It  should  be  known  whei*e  they 
were  situated  during  life,  and  they  must  be  marked  in  some  manner 
in  order  to  recognize  them  after  death,  since  those  papules,  which 
during  life  are  partly  effaced  by  pressure,  are  scarcely  recognizable 
after  death,  when  their  small  vessels  are  less  engorged  with  blood, 
the  modified  epidermic  layers  are  less  transparent,  and  the  elevation 
which  forms  the  papule  is  smaller  or  may  even  be  imperceptible. 

The  microscopic  examination  of  these  papules  shows  very  distinctly 
the  evidences  of  inflammation,  and  even  an  inflammation  much  deeper 
than  would  at  first  be  supposed. 

Examinations  of  thin  sections  of  the  skin  at  the  seat  of  the  papules 
show  the  surface  of  the  papule  to  be  slightly  elevated.  The  super- 
ficial epidermis  is  here  sometimes  increased  in  thickness,  sometimes 
it  has  partly  desquamated,  the  most  superficial  layers  of  cells  being 
deficient. 

The  epidermic  layers  around  the  elevated  pai*t  of  the  papule 
deprived  of  its  superficial  epidermis,  are  preserved  in  their  entirety. 

Figure  31,  magnified  80  diameters,  is  a  drawing  which  shows  the 
superficial  epidermis,  e,  e,  arrested  at  the  base  of  the  elevated  papule, 
and  the  pointed  summit  of  the  papule  presents  on  its  surface  a  layer 
of  corneous  epidermis  reduced  to  half  its  thickness.  The  Malpighian 
layer  is  a  little  thickened.  If,  instead  of  examining  a  section  vertical 
to  the  surface,  the  surface  of  the  whole  papule  be  examined,  the 
epidermic  border,  preserved  around  the  papule,  is  seen  to  form  an 
elevated  circle,  the  border  of  Biett. 

Beneath  the  rete  mucosum  are  found  the  papillary  vessels,  h,  filled 
with  blood.  These  vessels  are  not,  as  Rindfleisch  says,  entirely 
emptied  of  blood  by  the  pressure  of  the  cutaneous  muscles  which 
contract  after  death.  The  capillary  vessels,  v,  which  surround  the 
sudorific  glands,  as  well  as  the  vessels  of  the  derm,  are  also  filled 
with  blood.  The  connective  tissue  of  the  papillas  is  normal;  some- 
times around  the  capillary  vessels  we  observe  numerous  eff"used 
lymph  cells  in  the  peripheral  connective  tissue. 

In  the  deeper  connective  tissue,  the  ducts  and  lobules  of  the 
sudorific  glands,  and  all  the  vessels  of  the  derm  beneath  the  papule, 
are  surrounded  by  a  more  or  less  thick  zone  of  lymph  cells  which 
have  passed  out  of  the  vessels,  and  have  collected  along  their  course, 
separating  the  fasciculi  of  fibres  of  the  connective  tissue. 
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In  Figure  31  are  seen  islands  of  lymph  cells,  relatively  large  col- 
lections surrounding  the  bloodvessels  at  a,  a.  The  fasciculi  of  fibres 
of  the  connective  tissue  show  in  this  drawing  their  arrangement  and 
normal  interlacing;  they  are  not  in  any  way  changed  ;  between  them, 


Fig.  31. 


A  syphilitic  papule  of  the  first  period  of  the  secoadary  lesions,  e.  Superficial  epidermis,  m. 
Rete  mucosum.  b.  Vessels  of  the  papillse.  v.  Vessels  of  a  sudorific  gland,*,  a.  Spaces  filled 
with  pus  around  the  vessels.  /.  Lymphatic  cleft,  ff.  Fasciculi  of  fibres  of  connective  tissue 
separated  by  normal  cells.   X  SO. 

and  on  their  surface,  the  flat  connective-tissue  cells  are  not  at  all 
swollen,  and  there  are  no  interposed  lymph  cells.  The  migration  of 
white  blood-corpuscles  is  then  very  limited,  confined  to  the  area 
around  the  bloodvessels.  There  occurs  here  a  very  slight  pathologi- 
cal change  which  does  not  involve  the  fixed  cells  of  the  connective 
tissue,  which  does  not  modify  the  appearance  of  the  fasciculi  of  fibres, 
and  in  which  the  lymph  cells  escaped  out  of  the  vessels  remain  local- 
ized. But  it  is  noticeable  that  this  inflammation,  although  not  intense, 
is  not  limited  only  to  the  superficial  layers  of  the  skin,  or  to  the  pa- 
pillte.  It  extends  deeper  into  the  dermic  layers  as  far  as  the  region 
of  the  lobules  of  the  sudorific  glands  and  of  the  subcutaneous  cellulo- 
adipose  tissue. 

In  this  lesion  the  connective  tissue  of  the  derm  is  not  changed,  but 
retains  its  proper  elasticity,  and  is  swollen  only  by  the  vascular  con- 
gestion, and  by  the  effusion  of  cells  around  the  vessels.    Therefore  it 
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can  readily  be  understood  that  pressure  with  the  finger,  in  forcing 
back  the  blood  contained  in  the  vessels,  partly  causes  the  redness  and 
tumefaction  to  disappear,  but  these  symptoms  reappear  as  soon  as  the 
pressure  is  removed. 

The  red  color  does  not,  however,  completely  disappear  under  pres- 
sure, and  there  is  frequently  seen  a  yellow  color  or  ecchymosis  that 
pressure  does  not  modify  at  all.  This  phenomenon  is  due  to  the  cir- 
cumstance that  some  red  blood-corpuscles  have  passed  out  of  the 
vessels  with  the  white  corpuscles.  The  coloring  matter  of  the  red 
corpuscles  impregnates  the  tissue  of  the  papillse,  and  gives  to  syphil- 
ides  their  copper  or  yellow  color ;  later,  this  coloring  matter  is  partly 
taken  up,  in  the  form  of  pigment,  by  the  cells  of  the  rete  mucosura, 
which  carry  it  to  the  surface  of  the  skin,  where  it  is  eliminated. 
During  all  the  time  that  this  elimination  continues  there  is  a  super- 
ficial pigmented  coloration  of  the  skin,  which  will  be  studied  under 
the  name  of  pigmented  syphilide,  but  which  is  rather  the  pigmenta- 
tion that  follows  superficial  syphilides. 

These  changes  I  found  in  a  case  of  small  and  acute  syphilitic 
papules,  which  I  examined  after  death.  The  cases  where  the  opportu- 
nity occurs  of  removing  after  death  a  piece  of  skin  for  a  similar  exami- 
nation are  very  rare,  and  I  have  not  had  the  opportunity  of  making  a 
histological  examination  of  small  pointed  papules ;  but  by  connecting 
the  preceding  examination  with  what  is  already  known  of  moist 
papules,  and  with  what  has  been  said  of  large  lenticular  papules,  the 
anatomy  of  small  conical  papules  may,  without  assuming  too  much, 
be  inferred.  They  should,  in  every  way,  be  similar  to  those  already 
described,  with  this  difference,  that  the  papillary  layer  is  thicker,  and 
that  this  thickening  is  caused  by  a  more  intense  inflammation  of  the  con- 
nective tissue  of  the  papillas,  such  as  is  met  with  in  the  large  papules. 
It  also  would  seem,  without  doubt,  that  the  papules  of  papular  roseola 
are  of  an  exactly  similar  constitution  to  the  small  papules,  the  histo- 
logy of  which  has  been  given. 

The  pointed  papules  remain  a  varying  length  of  time  ;  they  usually 
disappear  in  three  or  four  weeks,  when  mercurial  treatment  has  been 
employed;  at  other  times  they  continue  longer  —  two  and  three 
months.  During  recovery  they  sink,  their  copper  color  disappears 
and  becomes  dirty-gray,  they  leave  no  trace,  or  only  a  pigmented 
tint,  which  also  disappears  in  time. 

These  papules  are  modified  according  to  their  location  ;  the  raucous 
patches  corresponding  to  this  variety  may  be  small  and  acuminated ; 


172 


SYPHILIS. 


upon  the  scalp  we  have  small  pustules  or  papules  covered  with  a  yel- 
lowish or  brown  scab  ;  upon  the  palmar  surface  of  the  hands  the 
papules  are  covered  with  hard  epidermic  scales,  or  they  are  depressed 
and  surrounded  by  a  corneous  epidermis. 

The  second  variety  of  papular  syphilides  is  characterized  by  large 
papules,  having  a  diameter  of  from  a  half-inch  to  an  inch,  or  even 
larger.  Willan  names  it  papulo-tuberculous  syphilide;  Fournier, 
papulo-lenticular ;  Bazin,  lenticular  mucous  patches  of  the  skin,  and 
papulo-squamous  syphilide. 

All  these  terms  are  justified  by  the  appearance  of  the  eruption. 
At  its  beginning  a  pimple  is  noticed  -with  regular  edges  and  pink  sur- 
face, which  soon  assumes  the  characteristic  copper  color,  and  upon 
which  the  most  superficial  layers  of  the  epidermis  are  desquamating ; 
at  the  periphery  of  the  papule  the  desquamation  is  arrested,  and  here 
is  seen  the  epidermic  border  which  has  so  frequently  been  described. 
The  surface  of  the  papule  is  now  smooth  and  uniform,  also  very  regu- 
larly circular.  It  corresponds  to  Bazin's  description  of  mucous 
patches  of  the  skin.  These  papules  or  cutaneous  patches  frequently 
occur  with  roseola,  with  mucous  patches  of  the  genital  organs,  and  are 
disseminated  over  the  back  of  the  neck,  forehead,  back,  and  abdomen. 

In  the  papular  eruptions  generalized  over  the  entire  body,  the 
papules  enlarge  and  thicken  in  such  a  manner  that  the  skin  where 
they  are  situated  is  so  thick  as  to  Avarrant  the  term  papulo-tuberculous 
given  to  them  by  Willan ;  they  unite  together  and  form  large  bands, 
for  example,  upon  the  forehead — corona  veneris;  or  circles,  which 
surround  the  mouth  and  the  alse  of  the  nose  ;  they  also  form  large  cir- 
cles upon  the  shoulders,  neck,  and  trunk,  and  extend  over  the  surface 
of  the  limbs.  Often,  during  the  period  of  acme,  they  are  covered  with 
thick,  grayish  scales,  which  may  be  removed  in  irregular  fragments 
by  scratching  ;  this  form  is  termed  papulo-squamous.  Their  color  is 
always  very  distinct,  intense,  deep  copper-red ;  when  they  are  at  the 
height  of  their  development  upon  the  inferior  extremities,  they  are 
sometimes  the  color  of  venous  blood,  especially  when  these  parts  are 
varicose.  I  have  seen  a  pregnant  woman  with  the  eruption  seated 
upon  her  legs,  which  were  in  a  varicose  condition ;  it  had  the  color 
of  venous  blood  shadings  to  black,  which  was  seen  beneath  the  thick 
squamous  scales  covering  the  papules.  During  recovery,  particularly 
under  the  influence  of  mercury,  which  frequently  acts  with  great 
rapidity,  their  color  becomes  less  intense,  passes  to  a  bright  yellow,  to 
ham  color,  then  to  dirty-gray,  while  at  the  same  time  they  diminish  in 
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size,  and  the  desquamation  ceases.  They  disappear  without  leaving 
any  trace  except  a  pigmented  spot,  which  persists  for  a  variable  time. 

I  have  removed  and  preserved,  from  different  autopsies,  several 
very  distinct  types  of  large  syphilitic  papules  of  the  skin,  both 
squamous  and  non-squamous,  and  am  therefore  able  to  give  a  com- 
plete anatomical  description  of  them. 

Figure  82  is  a  drawing  of  a  squamous  papule,  magnified  20  diame- 
ters, being  a  section  made  vertical  to  the  surface  of  the  skin. 


Fig.  32. 


Half  of  a  syphilitic  squamous  lenticular  papule,  a.  Considerable  thickening  of  the  superficial 
layers  of  the  corneous  epidermis  upon  the  papule,  a'.  The  same  layer  of  the  neighboring  cuta- 
neous region  appearing  normal,  c.  Rete  mucosum.  c',  c".  The  same  layer  continued  upon  the 
normal  skin.  6,  h'.  Hairs  with  their  sheaths  and  sebaceous  glands,  s.  g.  Fat  lobules  modified 
by  inflammation,   v.  Artery.  /.  SmaU  vein  filled  with  blood.    X  20. 


The  elevation  of  the  papule  forms  the  arc  of  a  large  circle.  All 
the  layers  of  the  skin — epidermis,  rete  mucosum,  papillary  layer, 
and  derm — present  a  thickness  which  begins  at  the  border  of  the 
papule,  where  these  layers  are  continuous  witli  the  normal  skin. 
The  greatest  thickness  is  seen  at  the  centre  of  the  papule. 

Tlie  corneous  layer  of  the  epidermis,  a,  is  four  or  five  times  thicker 
than  normal ;  with  preparations  stained  by  picro-carmine,  this  layer, 
formed  of  adherent  scales,  is  colored  bright  yellow,  yet  between  the 
stratifications  are  seen  red  and  delicate  lines  running  parallel  to  the 
surface. 

The  superficial  corneous  epidermis  may  be  easily  detached,  and 
separated  from  the  subjacent  deep  layers  to  which  it  is  always  united 
by  prolongations  of  the  corneous  layers,  which  penetrate  into  the 
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rete  mucosum  at  the  points  where  the  hair,  sebaceous  and  sudorific 
glands  are  located.  Arches  are  thus  formed  which  join  the  corne- 
ous layer  to  the  rete  mucosum. 

The  second  epidermic  layer,  connected  with  the  derm,  consists  of 
corneous  cells  of  the  deep  layer,  of  the  intermediate  granular  layer, 
and  of  the  rete  mucosum,  c.  The  latter  is  very  manifestly  thickened, 
two  or  three  times  more  than  normal. 

The  cells  of  the  granular  layer  and  the  dentated  cells  of  the  rete 
mucosum  frequently  present  in  places  an  excavated  state  of  their 
protoplasm,  the  nature  of  which  has  been  previously  mentioned,  d 
pro'pos  of  chancre  and  mucous  patches. 

Figure  33  represents  a  part  of  the  rete  mucosum  obtained  from  a 
section  of  a  papule  ;  in  the  dentated  or  spinous  cells  the  nucleus  is 


Rete  mncosum,  the  cells  of  which  are  excavated  and  proliferating  at  the  location  of  a 
syphilitic  papule,  a.  Excavated  cell  having  its  nucleus  flattened  against  the  wall  of  its  cavity. 
b.  Excavated  cell  containing  two  nuclei,  h.  Excavated  cell  with  a  large  round  nucleus,  c.  Cell 
containing  some  fat  granules  around  the  nucleus,  d.  A  cell  in  which  the  nucleus  is  in  the  pro- 
cess of  dividing.    The  crenated  edges  of  the  cellular  partitions  are  very  distinct.    X  250. 

surrounded  by  a  cavity,  h.  In  the  cavity  represented  at  a,  the 
nucleus  is  connected  to  the  wall  of  the  cavity  ;  at  c  the  nucleus  is 
large  and  surrounded  by  fine  fatty  granules ;  at  d  the  nucleus  is  seen 
dividing. 

The  prolongations  of  the  rete  mucosum  which  penetrate  between 
the  papillse  are  longer  than  normal,  while  the  papilliTe  themselves  are 
elongated  and  hypertrophied. 

Figure  84  shows  very  accurately  this  mutual  penetration  of  the 
hypertrophied  papillte,  c,  into  the  rete  mucosum,  5,  and  the  elonga- 
tion of  the  epithelial  prolongations,  m,  that  the  rete  mucosum  sends 
between  the  papillte.  These  prolongations  are  very  long,  and  the 
epithelial  cells  have  proliferated  on  account  of  the  inflammatory 
elongation  of  the  papilljE.  In  this  drawing,  magnified  100  diameters, 
are  seen  the  layers  of  corneous  cells  which  still  cover  the  granular 
layer  of  the  rete  mucosum. 
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The  paplllDe,  c,  are  greatly  changed  by  the  chronic  inflammation. 
Their  fundamental  substance  is  infiltrated  with  small  round  or  lymph 


Fig.  34. 


Section  of  a  lenticular  papule,  the  scales  formed  hy  the  superficial  epidermis  having  desqua- 
mated, a.  Corneous  epidermic  cells.  /.  Excavated  cells  of  the  rete  mucosuin,  6.  m.  Prolonga- 
tion of  the  i-ete  mucosum  between  the  papilla),  d.  At  c  is  seen  a  papilla  which  is  separated  from 
the  rete  mucosum  and  contains  a  dilated  vessel,  v.  n.  Fasciculi  of  smooth  cutaneous  muscle. 
X  100. 

cells  and  cells  of  the  tumefied  connective  tissue.  The  fibrils  of  the 
connective  tissue  are  separated  by  cellular  elements.  It  is  not,  as  in 
the  preceding  case,  only  an  effusion  of  lymph  cells  alongside  of  the 
vessels,  but  the  cells  have  penetrated  everywhere  in  the  papillae 
between  the  fibres  of  the  connective  tissue.  The  papillary  vessels 
are  dilated  and  filled  with  blood. 

In  order  to  study  more  completely  the  histological  details  of  cuta- 
neous papules,  I  have  removed,  with  the  consent  of  the  patient,  a 
portion  of  a  large  squamous  papule.  Figures  35  and  36  are  drawn 
with  high  power  from  a  section  made  after  hardening  the  removed 
portion.  They  show  the  inflamed  papillae  and  the  layers  of  the  rete 
mucosum  which  immediately  cover  them. 

In  Figure  35,  which  is  a  drawing  magnified  300  diameters,  the 
papillary  connective  tissue  exhibits  cells  interposed  between  its  fibres, 
and  excavated  cells  in  the  rete  mucosum.  Thus  is  seen  at  b  an  oval 
cavity  excavated  in  a  cell  of  the  rete  mucosum,  and  in  the  same  cell 
another  cavity,  c.  The  fasciculi  of  fibres  of  the  connective  tissue, 
p,  and  the  elastic  fibres,  h,  form  in  the  papillae  a  network  which 
becomes  gradually  finer  as  the  epithelial  cells  are  approached.  In 
these  meshes  we  find  the  flat  swollen  cells  of  the  connective  tissue, 
e,  e',  and  the  lymph  cells,  o,  round  or  more  or  less  irregular.  These 
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latter  cells  are  often  applied  against  the  fibrils,  as  the  cell  n  to  the 
fibre  m.  Many  of  the  small  spaces  are  empty,  owing  to  the  cells 
having  dropped  out  in  preparing  the  section. 


Section  of  a  papulo-squamous  leuticular  papule  of  the  skin  (removed  during  life),  a.  Cells  ot 
the  rote  mucosum.  b.  Excavated  cavity  around  the  nucleus,  the  latter  having  disappeared  lu  a 
cell  of  the  rete  uiucosum.  c.  Smaller  cavity  of  the  same  nature,  d.  Lymph  cell.  e.  Flat  cell 
of  the  connective  tissue,  n.  Lymph  cell  flattened  upon  a  fibre,  o.  Round  lymph  cell.  e'.  Flat 
connective-tissue  cell.  h.  Elastic  fibril,  m.  Elastic  fibres.  /.  The  same.  p.  Fasciculus  of 
connective  tissue.    X  300. 

Figure  36  is  a  drawing  miignified  250  diameters,  showing  a  por- 
tion of  an  inflamed  papilla  with  the  cells  of  the  rete  mucosum  cover- 
ing it.  The  fasciculi  of  connective  tissue,/,  and  the  elastic  fibrils,  ji?, 
form  a  network  with  irregular  meshes  in  which  are  found  lymph  cells 
of  various  shapes,  some  flattened  against  the  fasciculi,  some  round 
and  others  oval,  etc.  The  cells  of  the  rete  mucosum,  a,  present 
numerous  round  or  oval  openings,  J,  e,  which  contain  either  the 
nucleus  of  the  cell  or  a  round  cell.  There  are  also  seen  the  pro- 
longations, /t,  m,  that  the  cells  of  the  rete  mucosum  send  into  the 
papillary  tissue.  Between  these  prolongations  the  papillary  tissue 
shows  cells  of  new  formation :  for  example,  the  cell  n  is  seen  lodged 
between  the  prolongations  from  the  cell  m  of  the  rete  mucosum. 

In  the  large  papules,  there  is  not  only  an  inflammation  of  the 
papillae  and  the  superficial  corium  ;  but  the  entire  derm,  and  with  it 
the  subcutaneous  cellulo-adipose  tissue  is  inflamed  in  a  like  manner. 
In  the  derm,  the  fibres  of  the  connective  tissue  are  separated  by 
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round  cells  arranged  in  rows  or  by  the  fixed  swollen  cells  of  the  con- 
nective tissue.    More  deepl}"^  it  is  found  that  the  adipose  cells  of  the 

^  Fig.  36. 


Section  of  a  papulo-squamous  lenticular  papule  of  tlie  skin.  a.  Spinous  cells  of  the  rete  mu- 
cosnm.  6,  d,  c.  Opeaings  wliicli  perforate  these  cells,  or  which  separate  them,  m,  h.  Prolmffa- 
tions  from  the  cells  into  the  papillary  tissue,  d'.  Lymph  cells  situated  between  the  delicate 
fibrils  and  fasciculi,  ji.  Lymph  cells  placed  between  the  prolongations  of  the  cells  of  the  rete 
luncosum.  X  250. 

subcutaneous  cellular  tissue  are  inflamed ;  each  adipose  vesicle  is 
surrounded  by  a  circular  row  of  lymph  cells,  and  the  fat  is  absorbed ; 
the  entii'e  fat  lobule  is  transformed  into  islands  of  embryonal  connec- 
tive tissue,  the  fat  having  disappeared. 

The  alterations  of  the  epidermis  and  derm,  in  the  large  cutaneous 
papules,  are  seen  very  closely  to  resemble  the  modifications  Avhich 
occur  in  the  epithelial  covering  of  the  corium  of  mucous  membranes 
affected  with  Syphilitic  papules.  The  same  changes  may  be  traced 
in  both,  differing  only  on  account  of  the  difference  in  structure  of  the 
skin  and  mucous  membranes.    But  there  are  also  other  dissimilarities. 

In  most  of  the  preparations  of  cutaneous  papules,  there  are  seen  a 

few  papillae  which  have  a  tendency  to  separate  from  the  rete  mucosum. 

In  sections  there  exists  a  distinct  cleft  between  the  summit  of  the 

papilla  and  the  rete  mucosum.    These  spaces  are  not  empty  during 

life,  but  are  filled  with  blood  plasma,  numerous  red  blood-corpuscles, 

and  a  few  white  blood-corpuscles.    In  Figure  34  (see  page  175),  the 

papillae,  c,  are  seen  separated  from  the  rete  mucosum :  in  a  papule 

which  I  have  seen,  there  was  an  effusion  of  blood  interposed  between 

the  papillae  and  rete  mucosum.    This  is  represented  in  Figure  37. 

As  each  papilla  is  covered  by  the  cap  formed  by  the  rete  mucosum  in, 

and  its  inter-papillary  prolongations  m',  there  result  as  many  small, 

limited,  and  circumscribed  eff'usions  of  blood,  o,  as  there  are  papillae. 
12 
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Yet  the  rete  mucosum  -was  in  places  completely  raised  by  the  blood, 
so  that  its  prolongations  and  the  superficial  portion  of  the  ducts  of  the 
sudorific  glands  were  separated  from  the  papillae.  « 

Fig.  37. 


Hemorrhagic  squamous  papule,  e.  Corneous  epidermis  forming  tbiclc  scales,  m,  m'.  Rete 
mucosum  sending  epithelial  prolongations  between  the  papillee.  o.  Spaces  filled  with  blood 
situated  between  the  papilla;  and  rete  mucosum.  d.  Dilated  vessels  at  the  summit  of  the  papillse. 
■»',  v'.  Bloodvessels  much  dilated  and  tilled  with  blood  at  the  base  of  the  papilla;.  X  40. 

It  is  very  important  to  recognize  these  effusions  of  blood  in  syphi- 
litic eruptions.  They  account  for  the  special  copper  coloration  of  the 
eruptions,  as  well  as  for  the  various  secondary  tints  which  are  seen 
during  their  recovery,  and  which  are  exactly  the  tints  of  ecchymoses 
and  infiltrations  of  the  skin  by  the  blood  pigment. 

These  bloody  effusions  are  a  manifestation  of  the  alteration  of  the 
blood  in  syphilis — of  the  diminution  of  the  corpuscles.  The  blood 
more  easily  passes  through  the  walls  of  the  vessels ;  the  latter 
are,  however,  dilated,  and  their  Avails  are  changed  in  the  inflamed 
papillas.  In  preparations  of  hemorrhagic  syphilitic  papules,  the 
vessels  are  always  found  dilated,  and  their  walls  thinned  at  the  summit 
of  the  papillae. 

These  syphilitic  papules,  covered  with  thick  and  superficial  layers 
of  corneous  epidermis,  that  is,  with  scales,  are  termed  papulo-squamous 
syphilides.  They  are  generally  very  obstinate,  since  the  thick  layers 
of  the  epidermis  repose  upon  the  thickened  and  chronically  inflamed 
derm. 

But  in  the  majority  of  lenticular  papular  syphilides,  the  superficial 
layer  of  the  epidermis,  that  which  is  raised  up  in  Fig.  32  (see  page  173) 
has  fallen  off,  and  the  surface  of  the  papule  is  copper-red  in  color, 
smooth,  and  surrounded  by  a  very  distinct  border,  which  belongs  to 
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the  superficial  epidermis  of  the  neighboring  normal  skin,  and  forms  a 
circular  margin  to  the  papule.  This  variety  of  cutaneous  papules, 
Fournier  names  eroded  papules,  but  they  scarcely  merit  the  name, 
since  wo  really  have  not  a  complete  erosion.  In  the  papules  that  I 
have  examined,  the  whole  of  the  corneous  epidermis  has  not  been 
absent ;  there  always  remained  a  notable  layer  which  adhered  to  the 
granular  layer  and  to  the  rete  mucosura. 

But  the  amount  of  corneous  epidermis  which  remains  is  very  small, 
since  this  layer  and  the  rete  mucosum,  by  their  transparency,  permit 
a  view  of  the  papillae  traversed  by  vessels  filled  with  blood,  so  that 
the  red  color  due  to  the  inflammatory  and  ecchymotic  congestion  of 
the  papillary  network  is  very  distinct.  The  term  eroded  papule 
may  be  retained,  provided  the  anatomical  change  it  corresponds  to  be 
not  forgotten. 

The  terra  squamous  papule  or  papulo-squamous  syphilide,  which 
corresponds  to  a  very  characteristic  group,  should  also  be  retained. 
The  squamous  syphilides  have  frequently  been  named  syphilitic 
psoriases.  The  use  of  this  compound  word  is  not  to  be  recommended, 
since  the  radical  psoriasis  represents  a  very  distinct  idiopathic  cuta- 
neous disease,  which  has  little  in  common  with  syphilis. 

Although  there  is,  between  the  papule  of  psoriasis  and  the  syphili- 
tic papule,  considerable  analogy,  if  not  absolute  identity,  as  regards 
the  chronic  inflammation  of  the  skin,  and  the  inflammatory  hypertro- 
phy of  the  papillae,  yet  the  scales  of  psoriasis  are,  on  the  contrary, 
quite  diflerent  from  those  of  syphilis.  The  former,  those  of  psoriasis, 
are  bright,  and  of  a  silver  white  appearance  when  removed  by  scratch- 
ing with  the  nail ;  they  are  seen  as  small,  thin  scales,  easily  detached, 
and  the  different  stratifications  have  the  same  brilliant  and  mica-like 
aspect.  This  is  not  the  case  with  the  squamous  syphilide ;  the  scales  in 
this  lesion  are  more  adherent,  more  granular,  grayer,  more  of  a  dirty 
gray  color,  and  their  stratification  is  by  no  means  regular ;  they  have 
not  the  silvery  appearance  of  psoriasis.  Finally,  the  syphilide  has 
not  the  same  topographical  distribution  as  psoriasis.  The  latter  has 
for  its  most  frequent  seats  the  elbow  and  knee,  the  extensor  cutane- 
ous surfaces  of  the  limbs,  while  the  syphilide  is  found  upon  the  face, 
neck,  trunk,  anterior  surfaces  of  the  limbs,  and  inferior  part  of  the 
thorax  and  abdomen. 

The  name  psoriasis  has  also  been  given  to  the  squamous  papules, 
covered  with  or  deprived  of  their  epidermic  layers,  which  are  situated 
upon  the  palms  of  the  hands  and  soles  of  the  feet.  This  is  called  palmar 
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or  plantar  psoriasis.  This  name  is  not  advisable,  since  the  papules 
are  modified  simply  on  account  of  their  seat,  and  the  structure  of  the 
skin  of  the  hands  and  feet.  Here  the  corneous  epidermis  attains 
considerable  thickness  and  resistance  ;  it  forms  a  layer  which  at  times 
measures  a  millimetre  in  thickness  and  is  dense  and  hard  like  parch- 
ment. Thus  it  offers  more  or  less  resistance  to  the  development  of  the 
papules,  especially  at  their  beginning.  These  papules  for  some  time 
remain  flat  and  depressed,  on  account  of  the  thick  epidermic  covering, 
and  their  elevation  is  but  slightly  or  not  at  all  appreciable.  Later, 
however,  the  epidermis  covering  the  papule  is  raised,  cracked,  and 
partly  or  completely  eliminated,  or  it  forms  hard  and  irregular  strati- 
fications. The  thick  and  corneous  scales  which  cover  the  papule, 
have  given  the  lesion  the  name  of  psoriasis.  And  as  true  psoriasis 
seldom  or  never  occurs  upon  the  palm  of  the  hands  or  sole  of 
the  feet,  while  these  regions  are  a  favorite  seat  for  syphilides,  it  can 
be  said  that  palmar  or  plantar  psoriasis  is  generally  syphilitic. 
Hardy  and  Eazin,  however,  admit  a  variety  of  non-syphilitic  palmar 
psoriasis. 

The  diffei-ent  cases  of  syphilitic  palmar  psoriasis  that  one  meets 
with  could  not  usually  be  mistaken ;  at  first  they  are  seldom  covered 
by  epidermic  scales  ;  generally  the  corneous  layer  of  the  epidermis 
has  fallen  from  their  surface,  and  it  is  arrested  at  the  circumference 
of  the  papule,  constituting  a  narrow  border,  frequently  separated  from 
the  subjacent  skin.  This  margin  or  border  of  Biett  is  formed  by  a 
thick  epidermis,  which  is  directly  continuous  with  the  normal  skin  at 
the  periphery  of  the  papule.  The  papule  is  red,  smooth,  dry,  and 
upon  palpation  its  surface  is  found  firm,  owing  to  the  thick  papillary 
layer  being  covered  by  the  rete  mucosum  and  an  appreciable  layer  of 
the  corneous  epidermis.  Such  papules  are  positively  characteristic  of 
syphilis. 

For  the  treatment  of  the  severe  forms  of  papulo-squamous  syphil- 
ides of  the  hand,  those  in  which  very  thick  callous-like  masses  are 
found  in  consequence  of  the  epidermic  accumulations  and  the  induration 
of  the  derm,  we  have  several  times  employed  gloves  made  of  India- 
rubber,  which  have  the  property  of  softening  the  epidermis,  causing 
the  scales  to  desquamate,  and  rendering  the  derm  more  pliable.  This 
local  treatment  is  difficult  to  carry  out,  and  in  order  to  be  active, 
should  be  combined  with  mercurial  medication. 

Although  the  papular  syphilidc  is  thus  modified  beneath  the  hard 
epidermis  of  the  palms  of  the  hands  and  soles  of  the  feet,  it  presents 
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changes  (pitc  the  opposite  when  situated  upon  regions  where  the  skin 
is  delicate  and  moist.  Thus,  in, the  flexures  of  the  limbs',  the  folds  of 
the  elbow,  of  the  groin,  etc.,  every  degree  from  squamous  or  dry  papule 
to  moist  papule  or  mucous  patch  is  met  with.  In  those  regions  where 
two  skin  surfaces  are  in  contact,  this  transformation  of  the  dry  into  moist 
papule  always  occurs,  for  example,  at  the  umbilicus,  mammae,  axillae, 
etc.  These  metamorphoses  are  readily  accounted  for.  The  lesions 
are  the  same  in  all  cases :  there  are  pus  corpuscles  in  the  desiccated 
lamellce,  as  upon  the  surface  of  the  mucous  patch;  the  epidermic  layers 
are  dissociated,  and  their  cells  separated,  if  they  come  in  contact 
with  a  fluid  ;  they  are  solidified  and  remain  in  place,  if  they  are  ex- 
posed to  the  air.  Thus  far  in  the  description  of  papules,  the  pheno- 
mena which  occur  in  the  hair  follicles,  sebaceous  and  sudorific  glands 
have  been  omitted.  The  role  played  by  these  structures  in  the  limited 
inflammations,  which  constitute  the  syphilides,  is  not  so  important  as 
that  of  the  papillae  and  epidermic  layers,  although  it  may  be  said  that 
the  follicles  and  glands  undergo  the  same  alterations  as  the  connective 
tissue  and  epidermic  cells.  The  epidermic  cells  of  the  sheaths  of  the 
hairs  are  modified  in  the  same  manner  as  the  cells  of  the  rete  mucosura  ; 
the  connective  tissue  and  the  vessels  which  surround  the  sudorific  glands 
experience  changes  similar  to  those  which  afiect  the  connective  tissue 
and  vessels  of  the  derm.  The  epithelial  cells  of  the  sudorific  glands 
are  swollen  as  in  all  cutaneous  inflammations :  the  cells  of  the  seba- 
ceous glands  are  also  in  a  state  of  hyperplasia,  and  their  fat  is  dimin- 
ished. These  are  lesions  which  occur  in  these  structures  during  the 
course  of  any  inflammatory  processes.  Therefore  it  is  well  not  to 
accept  certain  descriptions  of  syphilides  in  which  it  is  stated  that  a 
papule,  a  vesicle,  or  a  pustule  has  its  origin  around  a  hair,  and  that 
the  hair  is  found  in  the  centre  of  a  fully  developed  papule.  This 
description  of  the  importance  of  the  hair  follicle  in  syphilitic  eruptions 
is  found  in  Bassereau's  book,  otherwise  one  of  the  best  monographs 
upon  syphilides ;  it  also  occurs  in  Neumann's  work,  etc. 

In  regard  to  the  bloodvessels  which  are  found  in  the  papillse  and 
in  the  derm  at  the  base  of  papules,  it  has  been  mentioned  that  the 
capillaries  were  frequently  dilated,  and  that  their  walls  were  changed, 
as  in  all  inflammations,  in  such  a  manner  as  to  permit  the  passage  of 
the  red  and  white  blood-corpuscles  through  them.  But  the  large,  deep 
vessels  of  the  derm  and  subcutaneous  tissue  never  have  their  walls 
indurated  and  thickened,  as  occurs  at  the  base  of  a  chancre. 
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[The  essential  histological  changes,  which  enter  into  the  formation 
of  a  syphilitic  papule,  are  a  hypertrophy  of  the  papillae  of  the  skin, 
an  increase  in  the  number  of  epithelial  layers  which  form  the  epi- 
dermis, and  a  proliferation  of  the  cells  of  the  rete  mucosum.  The 
bloodvessels  are  congested,  and  there  occurs  an  extravasation  of  the 
blood  elements  into  the  tissue  of  the  derm,  which  gives  the  charac- 
teristic coloration  to  the  lesion.  Cavities  are  formed,  and  the  nuclei 
divided  in  the  cells  of  the  epidermis.  Desquamation  of  the  superficial 
layers  of  the  skin  is  one  of  the  features  of  the  papule.  The  changes 
are  not  limited  to  the  papillae  and  superficial  corium,  but  in  some 
varieties  the  inflammatory  process  extends  to  the  subcutaneous  adi- 
pose tissue,  and  an  infiltration  of  the  fibrillar  connective  tissue  of  the 
entire  derm  with  embryonal  cells  is  present.  There  is  seen  no  vas- 
cular sclerosis  comparable  to  that  met  with  in  the  chancre.  These 
changes  are  modified  by  situation,  duration,  etc.,  and  will  be  found 
fully  described  under  their  appropriate  headings.] 

The  diagnosis  of  a  large  papular  syphilide  is  never  very  difficult. 
If  the  special  color  of  syphilitic  eruptions  be  remembered,  if  the 
arrangement  and  modifications  of  the  papules  according  to  their  seats 
be  recalled,  if  the  palms  of  the  hands  and  soles  of  the  feet  be  ex- 
amined, also  the  palmar  surface  of  the  fingers  and  plantar  surface  of 
the  toes,  where  the  same  syphilides  so  frequently  are  seen,  if  the 
lymphatic  glands  are  palpated,  and  the  mucous  membrane  examined, 
there  need  be  no  hesitation  or  error  in  diagnosis.  The  papular 
syphilide  is  the  most  characteristic  of  all,  and  the  most  common  after 
roseola.  Its  duration  is  relative  to  its  intensity,  but  it  is  seldom  that 
a  syphilide  with  large  papules  continues  less  than  two  months,  and 
frequently  it  remains  three,  four,  or  five  months,  especially  if  mer- 
curial treatment  has  not  been  employed  at  all,  or  too  timidly.  There 
is  no  form  of  medical  treatment  in  which  the  curative  power  of  a 
remedy  is  so  evident  and  so  admirable,  as  in  the  use  of  mercury  in 
cutaneous  syphilides,  and  particularly  in  the  severe  forms  of  papulo- 
squamous eruption. 

Onychia  and  Alopecia. — With  syphilitic  papules  and  at  the  same 
time  with  secondary  syphilides,  there  occur  two  lesions  allied  to  the 
lesions  of  the  epidermis  ;  they  are  the  changes  of  the  nails  and 
hairs. 

Onychia  is  a  disease  of  the  nails  which  results  from  the  anatomical 
stx'ucture  of  the  matrix  of  the  nail,  and  of  the  peri-  and  sub-ungual 
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papillo-epidermic  tissue.  There  arc  described  two  varieties — the  dry 
and  the  moist. 

The  dry  variety  of  onychia  generally  accompanies  the  papular  and 
papulo-squamous  eruptions  situated  upon  the  fingers  and  toes.  At  the 
same  time  that  the  palmar  or  plantar  papules  appear,  the  ends  of  the 
fingers  or  toes  are  attacked  by  papules,  which  pass  around  their  ex- 
tremities ;  they  are  also  seated  at  the  roots,  edges,  and  under  the  nails. 

Onychia  is  very  variable  in  intensity.  Sometimes  the  nail  is  slit, 
cracked,  and  readily  broken  ;  it  is  dry  and  separated  from  the  skin, 
so  that  a  probe  may  be  introduced  between  the  nail  and  skin. 

When  the  papules  exist  at  the  ungual  matrix,  there  is  a  swelling 
and  an  elevation  of  the  skin  at  this  region,  and  the  formation  of  the 
epidermic  layers  of  the  nail  is  very  much  interfered  with.  At  times 
there  is  an  irregular  thickening  of  the  nail,  by  hard  scabs,  which 
are  stratified  and  occasion  a  dense  irregular  elevation  of  a  gray  or 
opaque  ungual  mass,  somewhat  difficult  to  separate ;  sometimes  these 
masses  are  divided  by  deep  transverse  furroAvs.  When  the  lesion  is 
disappearing,  and  the  papules  are  effaced  and  lose  their  color,  the  nail 
reforms  beneath  the  preceding  layer,  and  when  the  latter  falls  off, 
under  it  is  observed  a  transparent  regular  nail  which  permits  the  pink 
color  of  the  papillary  vascular  network  to  be  seen. 

These  forms  of  onychia,  due  to  papules  of  the  nail  and  its  root,  are 
very  common,  the  same  patient  being  affected  with  them  upon  most  of 
the  toes  and  fingers  ;  or  they  are  limited  to  one  or  two  fingers  or  toes. 
Upon  the  toes  they  may  be  accompanied  with  a  certain  amount  of 
oozing,  and  here  is  often  seen,  especially  upon  the  great  toe  with  per- 
sons who  have  their  shoes  too  small,  the  painful  inflammatory  lesion 
of  in-growing;  toe  nail. 

The  moist  variety  of  onychia  occurs  with  vesiculo-pustular  or  pus- 
tular syphilides.  Sometimes  true  whitlow  is  met  with,  that  is,  a 
little  pus  forms  beneath  the  epidermis  of  the  ungual  matrix,  a  suppu- 
ration or  oozing  into  the  lateral  furrow  of  the  nail.  The  suppuration, 
the  nutritive  changes  of  the  nail,  the  inflammatory  granulations  of 
the  skin  of  the  nail,  all  constitute  a  small  group  of  symptoms  which 
terminate  in  a  destruction  of  the  nail,  and  necessitate  rest,  poultices, 
and  afterwards  some  simple  dressing.^ 

['  Jalien  describes  several  forms  of  syphilitic  onychi.a,  but  calls  especial  atten- 
tion to  tlie  entire  absence  of  pain,  wliich  he  says  characterizes  all  of  them,  the 
patient  in  some  cases  only  becoming  aware  of  the  affection  upon  disoovering  tlie 
loss  of  one  or  more  nails.]  * 
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Partial  or  complete  alopecia  of  the  scalp  is  a  result  of  squamous 
or  scabby  papules,  which  are  sometimes  found  here  in  great  numbers. 
The  falling  out  of  the  hair  is  also  observed  without  our  having  seen 
any  eruption  upon  the  scalp,  perhaps  without  any  eruption  having 
occurred.  This  alopecia,  which  supervenes  during  the  secondary 
period  of  syphilis,  and  generally  in  the  first  year,  is  not  permanent. 
The  hair  grows  again  as  after  typhoid  fever,  but  it  is  often  dull, 
brittle,  and  dry,  although  quite  abundant.  The  scalp  alone  is  not 
affected,  the  beard  may  also  be  lost  as  well  as  the  hair  of  the  genital 
region  ;  this,  however,  seldom  occurs. 

Besides  this  early  alopecia,  many  authors  describe  an  alopecia 
which  occurs  late  in  the  disease,  and  comes  on  gradually  without  the 
occurrence  of  any  antecedent  eruptions  of  the  scalp.  Fournier  does 
not  admit  this  kind  of  syphilitic  baldness.  He  says  "  syphilis  has 
never  caused  bald  heads." 

[Fournier  makes  the  following  division  of  those  cases  of  alopecia, 
which  are  not  connected  with  evident  and  unmistakable  lesions  of  the 
scalp : — 

1.  Senile  alopecia  : — 

This  is  usually  a  consequence  of  age,  but  may  begin  early  in  life. 
Its  causes  are  various  and  are  but  little  understood.  It  is  not  known 
Avhy  it  affects  men  so  much  more  frequently  than  women,  nor  why  it 
sometimes  occurs  in  individuals  in  the  most  vigorous  health  and  under 
the  best  hygienic  condition,  nor  why  certain  families  are  especially 
liable  to  it.  It  is  often  associated  with  gout,  may  follow  all  kinds  of 
excesses,  mental  or  physical,  and  has  been  produced  by  intense  grief 
or  anxiety.  It  has  these  distinguishing  characters:  a,  it  is  slow  and 
progressive,  occupying  months  and  years  in  its  course ;  ft,  it  is  con- 
fined to  a  definite  circumscribed  region,  the  vertex  and  the  antero- 
superior  part  of  the  cranium,  respecting  the  lateral  and  posterior 
parts ;  <?,  it  is  absolutely  symmetrical,  affecting  both  sides  exactly 
alike. 

2.  Cachectic  alopecia  : — 

This  may  occur  during  any  severe  illness  or  chronic,  deep-seated 
malady,  such  as  cancer,  diabetes,  tuberculosis,  etc.  It  is  general,  dis- 
seminated, attacks  all  the  scalp  at  the  same  time,  and  leaves  the  re- 
maining hairs,  dull,  dry,  pulverulent,  "  like  the  hairs  of  a  corpse." 

3.  The  alopecia  of  convalescence  : — 

Many  grave  diseases  are  followed  by  alopecia  immediately  upon 
their  subsidence.    Typhoid  fever,  erysipelas,  pneumonia,  all  the  ex- 
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anthcmata,  when  intense,  are  apt  to  cause  a  general  falling  out  of 
the  hair.  This  may  happen  in  women  after  a  normal  labor,  and  with 
no  concurrent  disease  whatever.  This  form  of  alopecia  is  produced 
by  the  disturbance  of  nutrition  during  the  course  of  the  disease,  and 
is  recognized  by  :  a,  the  rapidity  with  which  it  supervenes  upon  the 
fever  or  other  ailment  which  caused  it ;  h,  its  general  and  irregu- 
lar distribution  ;  c,  its  moderation,  the  worst  cases  stopping  short  of 
complete  baldness  ;  d,  its  temporary  and  reparable  character. 
4.  Syphilitic  alopecia  :  — 

Syphilis  often  gives  rise  to  alopecia.  It  is  not  a  delayed  manifes- 
tation, but  supervenes  usually  three,  four,  or  six  months  after  infec- 
tion. Ordinarily,  it  follows  the  first  signs  of  secondary  symptoms, 
toward  the  third  or  fourth  month,  although  sometimes  when  treatment 
is  postponed  it  is  delayed  until  the  first  or  second  year,  at  which  time 
it  is  a  symptom  of  ulcerative  syphilides ;  cachectic  alopecia  may 
occur  at  any  period  of  syphilis.  Occasionally  appearing  as  a  con- 
sequence of  papular  syphilide  of  the  scalp,  secondary  alopecia  in  the 
great  majority  of  cases  is  unconnected  with  any  such  lesion.  It  may 
occur  in  any  of  the  forms  of  the  disease,  whether  benign  or  malig- 
nant ;  but  still  it  is  most  usually  met  with  in  grave  secondary  syph- 
ilis accompanied  by  asthenic  symptoms,  emaciation,  and  general 
debility.  The  fall  of  the  hair  takes  place  without  any  inflammation, 
pain,  or  itching,  and  occvirs  indiscriminately  at  any  part  of  the  head, 
sometimes  merely  thinning  the  hair,  and  at  others  forming  irregular 
islets  of  baldness.  Generally  both  forms  may  be  observed  on  the 
same  head.  The  extent  to  which  it  proceeds  varies  greatly,  from  being 
scarcely  perceptible  to  the  falling  off  of  the  hair  by  handfuls  or  to  the 
partial,  and  even  in  very  rare  cases  to  the  entire,  denudation  of  the 
cranium.  The  hair,  too,  loses  its  brilliancy,  and  becomes  dry  and 
dull.  The  duration  of  this  form  of  alopecia  is  temporary,  and  after 
from  one  to  six  months  the  hairs  are  invariably  reproduced,  so  that 
it  may  be  laid  down  as  an  axiom  that  persistent  and  general  alopecia 
is  never  of  a  syphilitic  origin.  Syphilitic  alopecia  may  extend  to  the 
hairs  of  the  rest  of  the  body,  causing  the  fall  of  the  eyelashes,  the 
eyebrows,  and  the  hair  of  the  pubcs,  etc.  Alopecia  of  the  eyebrows 
is  not  uncommon,  especially  in  women,  sometimes  merely  thinning 
them,  and  at  others  removing  them  in  spots  or  islets,  so  that  perhaps 
a  third  of  the  eyebrow  may  be  wanting.  Nothing  is  more  charac- 
teristic than  this  broken  arch,  Avhich  is  an  almost  pathognomonic  sign 
of  syphilis.    The  eyelashes  are  less  frequently  lost.    Genital  alope- 
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cia  is  pretty  frequent,  especially  in  women,  and  occasionally  the  hairs 
of  the  armpits  and  the  rest  of  the  body  fall.  But  in  all  these  cases 
the  alopecia  is  only  temporary,  and  after  a  certain  time  disappears. 
There  is  no  special  medication  for  syphilitic  alopecia,  all  local  applica- 
tions being  useless,  and  cutting  the  hair  or  shaving  the  head  does  not 
induce  more  rapid  reproduction  of  the  hair.  The  mercurial  treatment 
is  the  exclusive  and  efficacious  remedy,  aided,  if  required,  by  iron, 
quinine,  etc.  Popular  prejudice  attributes  the  baldness,  which  is 
really  the  effect  of  syphilis,  to  the  action  of  mercury  ;  but  under  the 
influence  of  this  a  bald  head  becomes  re-covered  with  hair.'] 

3d.  Macular  Sypiiilide. — The  macular  syphilide  is  generally 
admitted  as  a  special  variety  of  the  syphilides  ;  it  has  been  described 
by  Monneret,  and  especially  by  Hardy.  We  believe,  however,  that 
such  cases  are  due  to  traces,  more  or  less  permanent,  of  pigment,  left 
in  the  skin  after  the  fading  of  previous  syphilides,  such  as  the  erythe- 
matous, squamous,  or  vesico-pustular. 

Following  roseola  there  will  always  be  seen  a  brown  spot,  which 
becomes  yellow  or  slightly  tinted  with  brown,  leaves  a  dirty-gray 
coloration,  and  remains  for  a  long  time.  A  similar  discoloration  is 
observed  to  follow  papular  and  vesiculo-papular  eruptions. 

In  all  these  cases,  the  inflammatory  congestion  of  the  papillfB  occa- 
sions an  extravasation,  a  diapedesis  of  red  and  white  blood-corpuscles. 
The  coloring  matter  of  the  blood  is  transformed  into  granular  pigment, 
which  is  deposited  in  the  papillse,  and  which  is  taken  up  by  the  cells 
of  the  rete  mucosum.  Later,  as  the  deep  layers  of  the  epidermis 
approach  the  surface,  through  the  physiological  powers  of  the  forma- 
tion of  new  cells,  the  pigmented  cells  pass  into  the  corneous  epidermis. 

Patients  who  have  had  roseola,  almost  constantly  present,  after 
they  have  recovered,  spots  of  pigment  or  portions  of  the  skin  irregu- 
larly colored,  being  alternately  white  and  pigmented.  The  neck  is 
most  frequently  or  more  apparently  affected,  because  it  is  exposed, 
and  to  the  pigmentation,  due  to  the  effect  of  light,  is  added  the  pig- 
mentation resulting  from  the  changes  in  the  papillary  layer.  But  other 
regions  of  the  body  may  be  affected  in  the  same  manner,  and  show  for 

[1  Dr.  Thomas  Barlow  reports  (  The  Lancet,  August  25th,  1877)  a  case  of  alope- 
cia occnrring  in  congenital  syphilis,  and  from  his  observation  of  this  and  other 
cases,  concludes,  that  if  in  a  very  young  infant  there  be  more  or  less  extensive 
baldness,  followed  by  desquamation  of  the  scalp,  and  especially  if  one  or  both 
eyebrows  be  bare,  there  should  be  a  strong  suspicion  of  congenital  syphilis.] 
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a  long  time  pigmented  spots  consecutive  to  a  i-oscola.  There  may  also 
occur,  at  the  seat  of  the  healing  papule,  a  coloration  of  a  whiter  hue 
than  that  of  the  surrounding  skin.  The  papule  consists  of  an  infiltra- 
tion of  the  papillns  with  cells  of  new  formations,  a  true  inflammation. 
The  inflammatory  lesion  is  followed  by  a  reaction  in  the  papilliB  after 
recovery  ;  the  connective  tissue  may,  as  in  cicatricial  tissue,  become 
more  fibrous,  and  its  vessels  diminish  in  size,  which  occasions  the  white 
color  of  some  papules,  and  causes  the  surrounding  skin  to  appear  more 
pigmented  than  normal.  The  origin  of  this  pigmentation,  secondary 
to  syphilides,  is  perfectly  understood  ;  it  is  constant,  and  continues  a 
varying  length  of  time  according  to  the  intensity  of  the  case.  Now, 
if  the  physician  finds,  in  a  patient  who  has  had  syphilis,  a  dirty, 
irregular  pigmentation  upon  the  neck,  and  the  patient  (it  is  almost 
always  a  woman  who  presents  this  lesion)  denies  ever  having  had  a 
cutaneous  eruption,  should  her  statements  be  considered  as  true  ? 
Are  not  patients  frequently  seen  who  are  affected  with  a  roseola,  of 
the  presence  of  which  they  are  entirely  ignorant  ?  This  fact  alone 
suffices  to  render  doubtful  the  existence  of  a  macular  syphilide,  as  a 
distinct  syphilide  or  special  eruption. 

The  pigmentation  of  the  skin  in  syphilis  is,  however,  of  frequent 
occurrence,  and  it  is  one  of  the  most  marked  symptoms  of  the  disease. 
It  is  generally  observed  upon  the  exposed  parts  of  the  skin;  neck, 
forehead,  chin,  commissure  of  the  lip  ;  but  it  may  also,  in  exceptional 
instances,  be  observed  upon  the  internal  surface  of  the  thighs,  upon 
the  abdomen,  in  fact,  upon  those  parts  where  syphilitic  eruptions  most 
frequently  occur. 

In  a  pigmented  skin  there  is  seen  a  considerable  amount  of  pig- 
ment, which  is  deposited  in  the  cells  of  the  rete  mucosum.  It  is  in 
this  layer  that  the  skin  of  the  negro  is  most  pigmented.  The  pigment 
is  also  disseminated  in  some  of  the  cells  of  the  corneous  epidermis,  even 
in  the  most  superficial  cells  or  those  which  are  about  to  be  thrown  off". 

Mercurial  treatment  has  no  eff"ect  whatever  upon  the  lesion.  It 
may  be  modified  by  favoring  the  renewal  of  the  deep  epidermic  layers, 
and  the  desquamation  of  the  superficial  cells,  as,  for  example,  by 
employing  douches  and  vapor  baths. 

[The  true  character  of  the  rounded,  permanent  spots,  inclosing, 
as  in  the  meshes  of  a  net,  patches  of  paler  skin,  which  constitute 
the  so-called  eruption,  has  not  been  finally  determined.  Hardy, 
Fo  urnier,  Drysdale,  Atkinson,  Duhring,  and  others  regard  it  as  a 
distinct  manifestation  of  syphilis ;  Fox  believes  it  to  be  of  syphilitic 
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origin,  and  due,  like  vitiligo,  rather  to  deficient  coloring  matter  in 
portions  of  the  brown  spots  than  to  an  actual  increase  of  pigment ; 
Taylor  thinks  there  is  a  remote  and  obscure  connection  between  the 
lesion  and  the  syphilitic  diathesis,  and  that  it  is  not  a  sequel  of 
hypersemia ;  Hill  inclines  to  the  view  that  it  is  a  variety  of  leuco- 
derma,  the  consequence  of  defective  nutrition ;  and  Keyes  asserts 
that  it  almost  invariably  follows  a  syphilitic  roseola  ;  Drs.  White  and 
Pollard  deny  its  syphilitic  origin  altogether,  and  Dr.  Bulkley  sug- 
gests,' that  the  theory  that  it  only  follows  other  skin  eruptions  may 
be  due  to  the  occasional  occurrence  of  cases  in  which  an  ulcerating 
or  tubercular  syphilide  has  followed  chloasma,  and  has  caused  a  par- 
tial absorption  of  the  pigment,  producing  spots  resembling  those  of  the 
pigmentary  syphilide.  The  facts  that  it  is  uninfluenced  by  specific 
treatment ;  that  it  occurs  in  a  region  of  the  body  notably  free  from 
syphilitic  manifestations  (Fournier  found  it  on  the  sides  of  the  neck 
in  twenty-nine  out  of  thirty  cases) ;  that  it,  or  an  eruption  undis- 
tinguishable  from  it,  is  found  in  patients  with  chronic  renal  diseases, 
and  in  others  with  no  history  of  syphilis  ;  that  while  it  runs  a  chronic 
course  it  is  yet  unattended  with  new  cell-growth  or  with  desquama- 
tion, and  thus  differs  in  its  course  and  its  appearance  from  all  other 
syphilides, — seem  to  us  to  render  it  extremely  probable  that  it  is 
usually  a  sequel  of  those  skin  aff"ections  not  necessarily  sypliilitic, 
but  is  oftener  associated  with  syphilis  than  with  other  diseases,  on 
account  of  the  extreme  frequency  of  the  former  malady.] 

[■  Archives  of  Dermatology,  October,  1S7S.] 


VESICULAR  S-yPHlLIDlS. 


189 


CHAPTER  VII. 

VESICULAR,  PUSTULAR,  BULLOUS,  GUMMOUS,  AND  TUBERCULAR 

SYPHILIDES. 

Vesicular  sypliilides,  tlieir  histology  and  varieties — Pustular  syphilides,  acue, 
impetigo,  superficial  ecthyma — Deep  ecthyma,  its  anatomy  and  histology,  its 
diagnosis — Impetigo  rodens — Bulls,  rupia,  pemphigus — Syphilitic  pemphigus 
of  new-born  children — Cutaneous  gummata,  their  anatomy  and  histology — 
Obliteration  of  vessels — Tubercular  syphilides— Syphilides  immediately  fol- 
lowing the  chancre,  but  grave  in  character — General  review  of  syphilitic 
eruptions — The  importance  of  anatomy  and  histology  in  their  study — Treat- 
ment of  syphilides. 

The  erythematous  and  papular  syphilides  which  have  been  de- 
scribed, are  by  far  the  most  frequent  as  well  as  the  least  grave  of  the 
cutaneous  lesions  of  syphilis.  In  order  to  complete  the  group  of 
early,  superficial,  and  mild  eruptions,  it  is  necessary  to  consider  the 
vesiculo-pustular  class  of  syphilides. 

4th.  Vesicular  Syphilides. — This  is  a  very  rare  form  of  skin 
eruption.  Bassereau,  in  the  excellent  monograph  in  which  he  hag 
analyzed  all  the  cutaneous  manifestations  of  syphilis,  has  recorded 
only  twelve  personal  observations  of  vesicular  syphilides,  while  during 
the  same  time,  he  noticed  153  erythematous,  and  50  papular  syph- 
ilides ;  the  proportion  of  the  latter  being,  to  judge  from  our  own 
experience,  entirely  too  small.  The  cases  of  vesicular  disease 
observed  by  Bassereau  are  far  from  being  uniform  in  their  charac- 
teristics, since  he  has  divided  them  into  four  varieties.  1.  A  vari- 
celliform  syphilide  ;  2.  An  eczematoua  vesicular  syphilide  ;  3.  An 
herpetiform  syphilide  ;  and  4.  A  vesicular  syphilide  with  a  papular 
base.  These  groups  are  not  admitted  by  all  authors.  Thus  the 
syphilide  in  the  form  of  varicella,  characterized  by  vesicles  dis- 
seminated over  the  trunk,  face,  and  limbs,  closely  I'esembles,  after 
a  short  duration,  the  eruption  of  varioloid,  and  after  becoming  pustu- 
lar, may,  at  any  given  moment,  be  mistaken  for  an  ecthyma.  The 
eczematous  syphilide  is  found  sometimes  with   discrete  vesicles, 
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sometimes  with  patches  like  moist  or  oozing  eczema.  It  is  possible 
that  these  appearances  may  be  produced  by  imitative  local  troubles 
or  by  internal  causes  other  than  syphilis.  There  are  often  seen 
in  syphilitic  patients  eczematous  vesicles  and  patches  on  the  sur- 
face of  the  thigh,  in  the  femoral  folds,  in  parts  irritated  by  the 
discharge  from  mucous  patches  or  of  a  leucorrhoea,  and  which  cannot 
be  pronounced  truly  specific  in  their  character. 

Another  important  fact  in  regard  not  only  to  these  eruptions,  but 
also  to  the  early  and  superficial  pustular  eruptions,  is,  that  the  vesicle 
or  pustule  rests  most  frequently  upon  a  papular  base,  or  at  least  upon 
a  copper-colored  spot,  so  that  the  characteristic  lesion  of  the  skin  in 
such  cases  is  a  roseolous  spot  or  a  papular  elevation  having  the  color, 
the  density,  and  the  distribution  of  the  syphilitic  eruption.  This 
characterizes  not  only  the  fourth  group  of  Bassereau,  but  also,  the 
herpetiform  syphilide  in  groups  of  phlyctenoid  herpes  or  of  herpes 
circinata;  and  likewise  the  pustules  of  syphilitic  acne  and  impetigo. 

The  vesiculo-pustular  syphilides,  like  all  syphilitic  eruptions,  do  not 
differ  materially  from  analogous  eruptions  due  to  other  causes.  I 
have  not  had  an  opportunity  of  examining  2Jost  mortem  sections  of  the 
entire  skin  containing  vesicles  and  small  pustules  caused  by  syphilis. 
But  what  has  been  seen  in  examining  the  contained  liquid,  the  super- 
ficial or  epidermic  portions  and  the  network  of  the  pustule,  compared 
with  what  has  been  observed  in  the  vesicles  of  varicella  and  of  variola, 
and  in  the  pustules  of  the  deeper  forms  of  ecthyma,  explains  quite 
sufficiently  the  histology  of  these  formations. 

The  vesicle  is  an  elevation  of  the  most  superficial  layers  of  the 
epidermis  by  a  . yellow  liquid  which  contains  a  large  number  of  lymph 
cells,  and  which  soon  becomes  a  little  turbid  and  then  puriform  ;  the 
liquid  contents  dry  upon  the  surface  and  form  a  small  crust,  which, 
when  it  is  thrown  off",  is  replaced  by  other  crusts,  or  by  scales,  until 
finally  there  remains  only  a  papillary  elevation  which  soon  dis- 
appears. The  seat  of  the  liquid  effusion  is  in  the  corneous  and 
granular  layers  of  the  epidermis,  that  is,  above  the  rete  mucosum.  It 
is  contained  within  walls  formed  of  epithelial  cells  and  in  cavities 
which  are  the  result  of  the  opening  of  excavated  cells.  Below  this 
modified  corneous  epidermis,  the  seat  of  the  eff"usion,  the  epithelial 
cells  of  the  rete  Malpighii  are  also  altered,  and  have  become  exca- 
vated. If  the  inflammation  grows  more  intense,  and  extends  in  size 
and  depth,  if  the  vesicle,  moi'e  prominent  and  voluminous  in  conse- 
quence of  the  larger  quantity  of  liquid,  becomes  a  vesico-pustule  or  a 
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pustule,  the  rete  mucosum  is  involved  in  its  totality,  and  even  the 
papillary  layer  of  the  corium  becomes  infiltrated  with  pus. 

The  progress  of  the  inflammation  seems  to  be  from  the  surface  of 
the  epidermis  towards  the  corium,  but  in  reality  the  inflammatory 
exudation  occurs  in  the  opposite  direction,  as  both  the  effused  liquid, 
and  a  portion  of  the  lymph  cells,  which  accumulate  primarily  in  the 
superficial  epidermis,  are  evidently  the  result  of  an  intense  congestion 
of  the  vessels  of  the  papillary  layer  of  the  skin. 

A  phenomenon  occurs  here  analogous  to  that  which  is  observed 
upon  the  skin,  and  especially  upon  the  surface  of  a  tonsil  affected 
with  ulcerating  mucous  patches.  If  the  vesico-pustule  is  not  dis- 
turbed in  its  evolution  by  scratching,  or  by  any  other  mechanical 
agent,  the  liquid  exudes  in  very  minute  quantities  upon  its  surface,  and 
collects  in  crusts  consisting  of  a  mixture  of  desiccated  pus  and  epi- 
dermic cells.  These  crusts  gradually  thicken  by  the  addition  of  new 
quantities  of  liquid  exudation ;  they  are  partially  shed,  and  repro- 
duced until  they  finally  fall  off",  leaving  a  new  and  solid  epidermis 
upon  the  surface. 

If  the  Malpighian  layer  has  been  but  little  altered,  or  has  remained 
almost  intact,  there  will  be  neither  depression  nor  cicatrix  at  the  site 
of  the  previous  eruption,  but  merely  a  Stain  or  macule.  If  the  rete 
mucosum  has,  however,  been  destroyed  by  suppuration,  it  is  repro- 
duced, and  there  is  then  no  apparent  cicatJvix.  But  if,  while  this 
layer  has  undergone  disintegration,  the  papillae  themselves  have  been 
markedly  inflamed,  infiltrated. with  cells  which  are  poured  out  upon 
the  surface  of  the  pustule  under  the  crust,  and  have  been  partially 
broken  down  by  the  suppurative  process,  then  we  find  a  very  super- 
ficial cicatrix,  stained  if  blood  has  been  effused  in  the  papillary  layer, 
colorless  if  no  such  effusion  has  taken  place.  This  latter  condition 
prevails  in  certain  superficial  ecthymatous  pustules,  in  which  the  cica- 
trices resemble  closely  those  of  varioloid  or  variola. 

5th.  Pustular  Syphilides. — The  pustular  syphilide  is  found  in  the 
form  of  acne,  of  impetigo,  or  of  ecthyma.  Syphilitic  acne  is  always 
early  and  superficial.  Impetigo  and  ecthyma  may  also  occur  in  the  first 
stages  and  without  any  element  of  gravity,  but  in  other  cases,  where 
they  appear  very  early,  may  be  of  serious  import,  as  in  the  malig- 
nant syphilis  of  Bazin  and  Dubuc ;  during  the  later  eruptions  they 
assume  a  still  more  serious  aspect,  and  tend  to  rapid  extension  both 
in  depth  and  superficial  area,  resulting  in  pustulo-crustaceous  ulcers, 
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of  long  duration  and  of  extent  corresponding  to  the  amount  of  suppu- 
ration and  the  tendency  to  confluence  of  the  lesions,  which  are  often 
accompanied  by  symptoms  of  general  cachexia,  and  in  exceptional 
cases  even  terminate  in  death. 

Sypliilitic  acne  is,  at  least,  as  much  a  papule  as  a  pustule  in  its 
structure  and  evolution.  It  forms  a  conical  projection  of  the  same 
size  as  a  miliary  or  granular  papule.  Upon  the  top  of  this  copper- 
colored  papule  appears  a  very  slight  epidermic  elevation,  caused  by 
an  extremely  small  quantity  of  serous  eff'usion,  which  rapidly  becomes 
turbid  and  purulent. 

The  pustule  is  of  short  continuance,  and  is  soon  replaced  by  a  little 
crust  and  then  by  scales.  The  papule  disappears,  and  there  remains 
only  a  grayish  or  ecchymotic  stain,  without  cicatrix.  This  eruption 
appears  in  successive  crops  upon  the  face,  the  shoulders,  the  trunk, 
and  thighs,  in  which  latter  situation  the  pustules  are  often  confluent. 
There  are  generally  at  least  as  many  papules  or  papulo-squamous 
spots  as  well-formed  pustules,  the  papular  elevation  remaining  after 
all  traces  of  the  pustule  have  disappeared  from  its  summit.  It  is  an 
eruption  of  the  early  stages,  and  behaves  like  the  papular  syphilide. 
It  is  distinguished  from  acne  vulgaris  by  its  distribution — for  it  espe- 
cially aftects  the  belly  and  thighs,  while  acne  vulgaris  is  found  only 
upon  the  face  and  shoulders — by  its  copper  color,  and  its  greater  dry- 
ness, and  by  the  absence  of  white  permanent  cicatrices. 

Syphilitic  impetigo  appears,  like  scrofulous  impetigo,  in  the  form 
of  little  pustules,  covered  by  yellow,  gray,  or  brown  crusts,  and  resem- 
bling isolated  pimples,  or  as  patches  formed  by  the  union  of  many 
pustules.  The  pustulo-crustaceous  form  is  commonly  found  upon  the 
scalp  at  the  same  time  that  a  syphilitic  roseola  or  mucous  patches 
have  invaded  the  general  integumental  surface.  Bassereau  notes 
106  cases  in  Avhich  impetigo  of  the  scalp  occurred  together  with  ery- 
thematous and  papular  syphilides. 

The  impetigo  may,  however,  appear  as  the  predominant  eruption, 
the  scalp,  face,  and  forehead  being  the  points  of  election.  The  I'eason 
for  the  transformation  of  an  erythematous  or  papular  syphilide  into 
the  pustulo-crustaceous  form  upon  the  face  and  scalp  is  found  in  the 
normal  anatomy  of  these  parts,  and  in  the  abundance  of  sebaceous 
glands  with  which  they  are  supplied.  These  glands,  especially  large 
and  numerous  in  the  region  of  the  soft  down  upon  the  cheek,  and  of 
the  hairy  scalp,  when  involved  in  the  inflammatory  action,  produce  a 
papule ;  upon  the  cutaneous  surface  their  secretion  is  modified,  and 
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consists  then  of  a  sebaceous  liquid,  more  or  less  intermingled  with 
blood-corpuscles.  As  a  result,  there  is  seen  either  a  well-formed  pus- 
tule, a  sebaceous  concretion,  or  a  crust  upon  the  surface  of  the  papule. 

Usually,  and  particularly  when  the  pustules  are  discrete,  they  are 
seated  upon  a  i-eddish,  copper-colored  patch  or  papule.  When  the 
eruption  is  confluent,  it  covers  large  surfaces  with  scabs,  which  have 
the  light  yellow  color  found  in  impetigo  due  to  scrofula,  and,  indeed, 
the  diagnosis  between  these  two  affections  would  be  difficult  if  we  were 
not  guided  in  the  syphilide  by  the  copper-colored  stain,  and  the.  cica- 
trix which  follows  the  loss  of  the  crust. 

Sttperfcial  ecthyma  is  characterized  by  a  large  pustule,  sometimes 
urabilicated,  and  then  covered  with  a  moderately  thick  dark  crust.  It 
leaves  behind  it  ecchymotic  stains.  Its  usual  seat  is  upon  the  infe- 
rior extremities. 

To  these  two  varieties  of  superficial  pustules  must  now  be  added 
the  deep  forms  of  impetigo  and  ecthyma,  occurring  during  the  tertiary 
period.  In  1874,  at  an  autopsy  in  a  case  of  syphilis  at  the  Charite, 
I  had  an  opportunity  of  studying  many  large,  deep  ulcerating  ecthy- 
matous  pustules  in  all  their  details,  and  was  consequently  enabled  to 
give  a  complete  histological  description  of  them.  This  description 
will  serve  as  typical,  not  only  of  the  deep  ecthymas,  but  also  of  the 
graver  forms  of  impetigo,  "  impetigo  rodens,"  and  of  rupia,  for  these 
three  eruptions  form  a  natural  group  among  the  pustulo-crustaceous 
syphilides,  and  even  although  they  differ  in  certain  respects  in  their 
early  stages,  they  are  identical  in  their  progress  and  in  their  anato- 
mical formation  ;  and  they  attack  the  different  epidermic  and  dermic 
layers  in  the  same  manner.  They  belong  also  to  the  same  stage  of 
syphilis,  and  are  of  about  equal  gravity. 

Deep  ecthyma  at  first  appears  as  a  collection  of  pus  under  a  large 
elevation  of  superficial  epidermis,  as  occurs  in  the  variety  already 
described.  The  pustule  is  regularly  circular ;  the  liquid  contents 
soon  thicken  by  evaporation  from  the  surface,  and  constitute  a  crust 
which  increases  by  the  addition  of  successive  layers  as  the  suppura- 
tion beneath  continues.  These  crusts  in  superimposed  strata,  clay- 
colored,  greenish,  or  brown  in  hue,  imbricated  like  the  shell  of  an 
oyster,  dry,  hard,  and  resistant,  are  met  with  in  impetigo  rodens  and 
in  rupia,  having  the  same  configuration,  and  immediately  suggesting 
syphilis.  Under  this  crust  which  continues  to  enlarge  and  thicken, 
and  forms  a  covering  like  the  segment  of  a  sphere,  the  pustule  itself 
extends  in  breadth  and  depth.  The  crust  overlaps  the  border  of  the 
13 
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ulcer,  or,  when  the  latter  is  the  larger,  is  set  within  it  like  a  watch- 
crystal  in  its  case.  When  it  falls  oif  there  is  disclosed  an  ulceration 
involving  the  papillae,  or  extending  even  deeper  into  the  skin.  These 
pustules,  with  a  diameter  of  one,  two,  or  three  centinaetres,  are  some- 
times spread  singly  over  a  large  portion  of  the  body,  most  frequently 
the  inferior  extremities  ;  in  other  cases  they  are  grouped  in  the  form 
of  circles  or  crescents. 

When  a  thin  section  of  such  a  lesion  is  examined  with  low  power, 
there  is  first  seen  the  superficial  epidermis,  or  rather  the  epidermis 
modified  and  transformed  into  a  crust,  that  is,  into  a  mixture  of  epi- 
dermis and  lymph  cells.  This  layer,  when  examined  in  portions 
which  have  been  kept  in  Miiller's  fluid,  is  not  coherent,  and  is  easily 
broken  in  making  sections,  or  in  transferring  the  preparation  from 
one  liquid  to  another. 

Figure  38  represents  the  edge,  and  a  portion  of  the  surface  of  one 
of  these  pustules,  magnified  twenty  diameters ;  the  epidermic  crust 
covering  the  pustules  is  absent  from  m  to  w',  but  from  m  to  t,  in  all  the 
portion  e,  e,  it  is  in  place,  and  is  continuous  at  with  the  neighboring 
skin.  At  the  edge  of  the  pustule,  in  the  region  included  between  d 
and  t,  the  epidermic  layers  are  in  place,  and  are  infiltrated  with  pus  ; 
the  layer  which  appears  under  a  low  power  as  a  network  with  fine 
meshes,  belongs  to  the  corneous  stratum.  The  layer  d  represents 
the  rete  mucosum. 

Passing  from  the  edge  of  the  pustule  towards  its  centre,  the  cells 
belonging  to  the  rete  mucosum  form  a  thin  stratum,  m,  and  then  dis- 
appear, leaving  the  papillae  uncovered  and  suppurating.  The  papil- 
lary layer  is  easily  discernible,  and  the  papillae,  a,  b,  are  larger  than 
in  health  near  the  margins  of  the  pustule,  but  near  the  centre  they 
have  run  together,  their  extremities  are  no  longer  distinguished,  and 
they  form  a  uniform  layer,  from  the  free  surface  of  which  exudes  the 
lymph  cells  with  which  they  are  filled.  In  the  figure,  r,  r  represent 
the  epidermic  prolongations  which  surround  the  hair  follicles,  and 
penetrate  the  acini  of  the  sebaceous,  glands ;  the  bloodvessels,  v,  v, 
are  much  dilated  and  congested. 

The  pustule  studied  in  detail  and  with  high  power  shows  that  the 
decaying  crust  is  chiefly  formed  of  pus  corpuscles  and  epidermic  cells  ; 
the  best  means  of  studying  it  is  by  removing  a  portion  from  its  sur- 
face during  the  life  of  the  patient. 

The  changes  undergone  by  the  epidermis  in  the  region  included 
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between  n  and  d,  Fig.  38,  which  is  the  Malpighian  layer  devoid  of 
crust,  are  reproduced,  magnified  250  diameters,  in  Fig,  39. 

In  the  first  layer  are  found  cavities,  c,  filled  with  pus  cells,  the  thin 
walls  of  which  are  made  up  of  flattened  corneous  cells.    These  cavi- 


Fig.  38. 


r 


A  part  of  a  deep-seated  ecthyinatons  pustule,  e,  e.  Superficial  epidermis  corresponding  to  the 
scab  of  the  pustule.  This  layer  has  fallen  off  at  m;  it  is  continuous  at  t  with  the  normal  epider- 
mis, n.  A  portion  of  the  corneous  epidermis  infiltrated  with  pus  corimscles.  o.  Cavities  filled 
■with  pus.  d.  Eete  rauoosnm.  a,  b.  Papilla;  seen  in  Fig.  40  with  higher  power,  p.  Papillaj 
placed  between  the  normal  and  changed  papilla:,  r,  r.  Prolongation  of  the  rete  mucosum  belong- 
ing to  the  hair  follicles  and  sebaceous  glands,  m'.  Ulcerated  part  forming  a  flat  surface  and  cov- 
ered with  a  thin  layer  of  flat  cells.  D.  Dilated  vessels,  s.  Fasciculi  of  smooth  muscular  fibres. 
X20. 

ties  are  of  variable  size,  and  have  their  long  diameter  parallel  to  the 
surface  of  the  skin.  Upon  examining  the  smaller  cavities  of  the  sub- 
jacent layer,  e,  it  is  evident  that  they  are  cavities  in  epidermic  cells. 
Below  the  layer  of  cells,  e,  is  formed  a  zone  of  large  cavities,/,/,/, 
which  were  originally  filled  with  free  pus  cells  displaced  by  the 
manipulation  necessary  for  the  preparation  of  the  specimen.  The 
walls  of  these  large  cavities  are  likewise  formed  by  easily,  demon- 
strable corneous  cells,  some  of  which  are  detached,  and  appear  in 
profile  as  at  h,  or  in  full  view  as  at  g,  and  the  latter  often  contain  a 
small  empty  cavity,  and  have  crenated  or  indented  edges.  These  walls 
often  show  notches  as  at  /',  and  irregular  branching  processes,  as  is 
the  case  in  all  suppurations  occurring  amidst  epidermic  cells. 

There  also  are  found,  besides  lymph  and  pus  cells  of  the  usual 
dimensions,  some  large  cells  containing  two  nuclei,*,  or  many  nuclei, 
and  even  some  cells  containing  red  blood-corpuscles,  i'.  Then  comes 
another  layer,  in  wliich  are  seen  ramifying  cells  excavated  with 
small  cavities  containing  pus ;  larger  cavities  are  also  observed. 
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Section  of  epidermic  layers  at  the  margin  of  an  ulcerated  ectliymatous  pustule.  Part  of  Fi^'.  3S 
seen  with  higher  power,  a.  Surface  of  the  corneous  epithelium,  the  cells  of  which  form  a  limit- 
ing reticulum  of  the  cavities,  c,  filled  with  pus  corpuscles,  d.  Larger  cavities,  e,  e,.  Layers  of 
corneous  cells  with  smaller  cavities.  f,f,f.  Large  cavities  having  lost  their  pus  corpuscles. 
/'.  One  of  these  large  cavities  containing  pus  corpuscles,  h.  Free  cells  g,  g.  Free  cells  exca- 
vated by  a  cavity,  g'.  One  of  these  cells  excavated  and  crenated.  i.  A  free  cell  containing  two 
nuclei,  i".  A  free  coll  containing  blood  corpusclos.  ni.  Excavated  cell  forming  a  part  of  the 
partition  of  a  large  cavity,  n.  Projections  having  their  origin  from  a  cell  which  forms  the  wall.  <. 
Layers  of  corneous  ceils  more  or  loss  excavated  with  cavities,  h.  Layerof  cells  with  indentations 
(spines).  The  rote  mucosum  extends  from  6  to  r.  o.  Colls  of  the  granular  layer,  j).  One  of  these 
cells  excavated  with  an  oval  cavity,  the  nucleus  of  which  has  disajipearcd.  Many  cells  of  the 
rete  mucosuni,  r,  for  example,  are  excavated  by  a  cavity  at  the  position  of  their  nucleus.    X  S-TO. 


Finally  comes  the  layers  of  large  spinous  cells,  either  separated  or 
united  to  one  another.    The  granular  structure  presents  a  certain 
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regularity,  and.  the  nuclei  of  the  cells  are  sometimes  preserved,  as  at 
0,  and  sometimes  absent  and  the  cells  excavated  with  a  cavity,  as  at  p. 
The  spinous  cells  of  the  rete  mucosum,  r,  are  large,  and  almost  inva- 
riably have  a  cavity  around  the  nucleus,  which  latter  is  often  atro- 
phied, replaced  by  granules,  or  absent.  A  part  of  a  papilla  may  be 
seen  at  s. 

The  figure  under  consideration  is  an  example  of  one  of  the  various 
forms  presented  by  the  altered  epidermis  at  the  edge  of  a  pustule  ; 
but  these  successive  cavities  filled  with  pus,  and  layers  of  altei'ed 
epidermic  cells,  are  very  variable  in  their  configuration.  At  the 
centre  of  the  pustule  the  epidermis  is  destroyed,  and  the  papillae  are 
laid  bare,  having  upon  their  surface  nothing  but  the  pus,  which,  in 
drying,  forms  the  imbricated  layers  of  the  crust  of  ecthyma. 

The  papillae  at  the  margin  of  the  pustule  are  hypertrophied,  con- 
gested, with  dilated  vessels,  and  separated  from  one  another  by  inter- 
posed prolongations  of  the  rete  mucosum. 


Fig.  40. 


V 


Section  of  the  rete  macosnm  and  of  the  papUIfO  of  the  deop-scatod  octhyniatous  pustule  repro- 
sented  in  Fig.  38.  The  two  papilla:  p,  p'  arc  those  figured  at  a  and  b  in  Fig.  38.  a.  Cavities 
formed  in  the  corneous  epidermis,  and  Dllod  with  pus  corpuscles,  e.  Flattened  epidermic  cells. 
d.  Colls  of  the  rete  mucosum  which  form  a  thin  layer  upon  the  surface  of  the  papillie  p  and  j)', 
and  which  penetrate  between  thorn  at  d'.  v,  v.  Dilated  vessels  of  the  papillra  Illlod  with  blood  ; 
the  connective  tissue  of  those  papillie  is  transformed  into  true  small  abscesses  coutaining  a  semi- 
fluid granular  substance,  some  rod  and  white  blood-corpuscles.  X  120. 

Figure  40  shows  under  a  power  of  120  diameters  the  two  papilhe 
figured  at  a  and  b  in  Figure  38.    Beneath  the  corneous  layer  in 
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which  are  seen  cavities  filled  -with  pus  h,  the  rete  mucosum  forms  a 
moderately  thick  stratum  which  sends  in  at  d,  d' ,  prolongations  be- 
longing to  the  sebaceous  glands.  The  papillae thus  limited  by  the 
epidermic  cells  resemble  small  abscesses.  Their  normal  fibrous  tissue 
has  been  destroyed,  and  only  lymph  and  red  blood-cells  are  seen  in 
their  interior.  The  capillaries  v,  v,  which  here  form  terminal  loops, 
are  enormously  dilated. 

Figure  41  shows  the  condition  of  the  cutaneous  papillae  converted 
into  a  uniform  layer  at  a  point  near  the  centre  of  a  pustule,  as  at  m, 
Figure  38.  There  still  remain  some  flat  cells  upon  the  surface  of  the 
inflamed  connective  tissue.  The  elevation  of  each  papilla  is  no 
longer  recognizable.  The  delicate  fibres  of  this  tissue  are  separated 
by  a  large  quantity  of  pus  cells,  and  the  capillary  vessels  are  much  in- 
creased in  size.  In  the  centre  of  this  pustule  the  papillary  layer  is 
no  longer  covered  by  the  flat  cells  of  the  epidermis,  and  the  lymph 
cells  which  infiltrate  it  are  poured  out  directly  upon  the  suppurating 
surface. 


Fig.  41. 


Section  of  the  pustule,  Fig.  38,  at  an  ulcerated  poiut.  m.  Superficial  and  thin  layer  formed  by 
flattened  epidermic  cells,  c.  Pus  corpuscles  free  upon  the  surface  ;  the  connective  tissue  is 
filled  with  lymph  cells,  v,  v.  Vessels  containing  rod  blood-corpuscles  and  lymph  colls.  Tie 
capillary  vessels  are  much  dilated.    X  120. 

The  deep  layers  of  the  skin  are  altered  in  the  same  manner  as  the 
papillae,  that  is,  there  is  a  large  exudation  of  lymph  cells  around  the 
vessels,  between  the  fibrillae  and  fasciculi  of  the  elastic  and  connective 
tissues,  around  the  fasciculi  of  smooth  muscular  fibre,  in  the  lobules 
of  fat — in  brief — extending  very  deeply.  . 
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Thus  it  is  found,  that  the  suppuration  in  ecthyma  is  of  long  dura- 
tion, attended  with  free  formation  of  pus,  and  followed  by  an  in- 
delible cicatrix,  due  to  the  papilljie  and  the  derm  proper  having  been 
destroyed.  The  fibrous  cicatricial  tissue  which  repairs  the  pustule 
forms  a  slight  depression,  in  the  neighborhood  of  which  the  skin  is 
at  first  stained  and  ecchymotic,  subsequently  white. 

[The  histology  of  syphilitic  vesicles  or  pustules  does  not  differ 
from  similar  lesions  due  to  other  causes.  The  process  of  their  de- 
velopment is  essentially  an  inflammatory  one.  The  proliferation  of 
the  elements  constituting  the  skin  results  in  the  formation  of  a  papule. 
Upon  the  surface  of  this  papule  there  is  exuded  above  the  rete  rauco- 
sum,  in  the  corneous  layer,  a  yellow  fluid  containing  lymph  corpuscles, 
thus  giving  rise  to  the  vesicle.  An  increase  in  the  cellular  elements  of 
the  fluid  of  the  vesicle  renders  it  purulent  and  develops  a  pustule.  The 
pustule  ruptures  and  its  desiccated  contents  with  the  thrown-off  epider- 
mic cells  constitute  the  scab.  These  changes  may  be  limited  to  the  cor- 
neous and  Malpighian  layers  of  the  skin,  or  may  extend  deeper  into 
the  derm,  involving  the  papillas  and  connective  tissue,  a  true  ulcera- 
tive process  which  results  in  an  actual  loss  of  substance,  and  the  for- 
mation of  a  permanent  cicatrix.  The  cells  of  the  corneous  layer  and 
rete  mucosum  present  the  modifications  met  with  in  inflammation  of 
the  integument — an  excavated  condition  of  their  protoplasm  around 
the  nuclei,  formation  of  cavities,  division  of  nuclei  and  development 
of  foci  of  suppuration.  Other  minute  changes  depending  upon  the 
intensity  of  the  disease,  its  duration,  and  location,  are  described  under 
the  several  varieties.] 

The  diagnosis  of  deep  ecthyma  does  not  depend,  as  is  the  case  in 
so  many  of  the  superficial  syphilitic  eruptions,  upon  the  copper  color. 
This  sign,  so  distinct  in  erythematous  and  papular  eruptions,  fails  here. 
The  edge  of  the  ulceration,  which  looks  as  though  it  had  been  punched 
out,  is  red,  if  there  be  much  inflammation — or  it  may  be  pale — or  of 
a  pinkish  hue.  The  same  color  is  noticeable  in  other  pustular  syphi- 
lides  and  in  ulcerating  syphilitic  bullsB.  These  ecthymatous  ulcera- 
tions consequently  do  not  materially  differ  in  respect  to  color  from  the 
scrofulous  and  cachectic  forms  of  the  same  malady.  If  the  local  lesion 
only  were  considered,  the  diagnosis  between  deep  syphilitic  ecthyma 
and  scrofulous  ecthyma  would  frequently  be  very  difficult.  The  latter 
ulceration  is  often  deep  and  with  perpendicular  borders,  as  in  the  syph- 
ilides  ;  the  crusts,  however,  in  syphilis,  are  drier,  darker,  and  more 
imbricated,  the  cachectic  lesion  suppurating  earlier  and  more  freely, 
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consequently  permitting  of  less  adhesion  of  the  crusts.  This  is  not  an 
invariable  distinction,  as  in  certain  cases  syphilitic  ulcerations  are 
attended  with  the  formation  of  large  quantities  of  pus.  When  the 
eruption  is  distributed  upon  the  face  and  body  as  well  as  upon  the 
limbs,  the  diagnosis  of  syphilis  should  be  made,  as  the  ecthyma  due 
to  scrofula  is  observed  only  upon  the  inferior  extremities.  It  should 
be  remembered,  also,  that  syphilitic  ecthyma  appears  usually  in  sub- 
jects previously  enfeebled  or  placed  under  bad  hygienic  conditions, 
and  is  itself,  by  reason  of  the  amount  of  suppuration  when  the  pus- 
tules are  numerous,  a  serious  source  of  exhaustion. 

The  history  and  concomitant  symptoms  almost  always  lead  to  a 
recognition  of  the  disease,  as  it  is  a  persistent  eruption,  lasting  for 
months,  or  even  for  a  year,  and  often  reappearing  with  all  its  original 
characteristics. 

It  necessitates  a  guarded  prognosis  on  account  of  its  persistence, 
and  of  the  continual  suppuration  caused  by  it,  especially  when  it  is 
wide-spread. 

It  is  formidable  also,  because  it  indicates  a  grave  form  of  syphilis, 
particularly  when  it  appears  soon  after  the  initial  lesion. 

Impetigo  rodens. — All  that  has  been  said  relative  to  deep  ecthyma 
applies  equally  to  the  grave  ulcerative  and  suppurative  forms  of 
impetigo. 

6th.  Bullous  Syphilidbs. — These  consist  of  two  varieties,  rupia 
and  pemphigus. 

Rupia  manifests  itself  at  first  by  large  elevations  of  the  epidermis, 
filled  Avith  a  clear  or  blood-stained  serum,  soon  becoming  turbid  and 
purulent.  The  bulla  bursts,  allows  some  of  the  liquid  to  escape,  and 
as  it  desiccates  is  covered  with  a  crust,  which  dries,  accumulates  new 
layers,  and  becomes  imbricated,  as  in  the  variety  of  ecthyma  just 
described. 

Rupia  is,  of  all  the  syphilides,  the  one  attended  with  the  largest, 
thickest,  darkest,  and  most  characteristic  crusts,  as  it  is  also  the  one 
presenting  the  most  extensive  ulcerations.  Under  these  crusts,  the 
papillary  layer  and  the  entire  derm  are  undergoing  suppuration,  as 
in  the  last  two  eruptions  considered. 

Deep  ecthyma,  ulcerative  impetigo,  and  syphilitic  rupia  have  many 
points  of  resemblance,  are  of  the  same  significance,  and  appear  as  the 
last  manifestations  of  the  secondary,  or  as  symptoms  of  the  tertiary 
period.    This  distinction  is  somewhat  arbitrary,  the  pustulo-crusta- 
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ceous  syphilide  being  sometimes  assigned  to  the  second  and  sometimes 
to  the  third  stage  of  syphilis. 

Although  these  different  pustules  or  ulcerating  bullaj  generally 
appear  in  the  two  or  three  years  following  the  chancre,  they  may 
show  themselves  five  years  or  twelve  years  after  the  beginning  of 
syphilis,  and  then  it  would  be  natural  to  place  them  in  the  tertiary 
stage. 

The  pemphigus  of  adults  is  never  syphilitic.  Three  or  four  cases 
have  been  recorded  in  which  pemphigus  in  adults  Avas  believed  to  be 
syphilitic,  but  these  did  not  differ  in  any  respect  from  ordinary  pem- 
phigus, so  that  as  a  syphilitic  eruption  it  is  at  least  so  rare,  that  we 
need  not  here  consider  it. 

This  is  not  true,  however,  of  the  pemphigus  of  7ieiv-horn  children, 
which  has  some  importance  in  the  pathology  of  infantile  syphilis. 

The  question  of  the  specificity  or  non-specificity  of  this  disease 
received  great  attention  at  the  Academic  de  Medecine,  in  1851, 
Cazeaux,  at  that  time,  maintaining  that  pemphigus  had  no  relation  to 
syphilis,  while  Dubois  endeavored  to  demonstrate  the  existence  of 
such  a  relation.  One  series  of  observers  regard  pemphigus  as  simply 
a  sign  of  cachexia  (Trousseau,  Lass^gue,  Gibert,  Diday,  Bazin)  ; 
others  look  upon  it  as  a  manifestation  of  hereditary  syphilis  (Caze- 
nave,  Danyau,  Bouchut,  Vidal,  OUivier,  Ranvier,  and  Parrot)  ;  still 
others,  as  Ricord  and  Gubler,  believe  it  to  be  sometimes  the  result  of 
cachexia,  sometimes  a  symptom  of  syphilis,  and  with  these  observers, 
we  coincide.  One  or  many  bullae  of  pemphigus  are  frequently  seen 
at  birth  upon  children  whose  parents  were  never  affected  with  syph- 
ilis, and  in  whom  the  symptom  is  of  no  gravity.  On  the  other  hand, 
we  often  see  at  the  Lourcine  Hospital,  children  born  prematurely  or 
at  full  term,  with  pemphigus  either  fully  developed  at  the  moment  of 
birth  or  appearing  a  few  days  afterwards,  and  who  commonly  die 
with  syphilitic  cachexia,  the  sad  heritage  derived  from  their  maternal 
parents. 

Syphilitic  pemphigus  is  characterized  by  an  elevation  of  the  epi- 
dermis containing  clear  or  blood-stained  serum  ;  the  bullDS  are  more 
or  less  prominent,  have  a  diameter  of  five  to  eight  millimetres  or  of  a 
centimetre,  and  are  usually  seated  upon  the  palms  of  the  hands,  the 
soles  of  the  feet,  the  anterior  aspect  of  the  forearm,  and  the  palmar 
and  plantar  surfaces  of  the  fingers  and  toes.  I  have  recently  made 
an  autopsy  upon  a  child,  still-born  a  little  before  full  term,  whose 
mother  had  been  under  observation  for  nearly  eight  months.  She 
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contracted  syphilis  at  the  time  she  became  pregnant,  and  on  her  ad- 
mission was  affected  with  mn.cous  patches.  The  child,  which  had  not 
moved  for  five  or  six  days  before  the  accouchement,  was  a  little 
macerated,  and  presented  on  the  soles  and  palms  some  very  charac- 
teristic bullae  of  pemphigus.  The  epidermis  was  raised,  and  the 
papillae  congested  in  the  region  of  the  bullae. 

I  examined  many  of  these  after  first  hardening  them,  and  found 
two  elevations  of  the  two  layers  of  epidermis  placed  one  above  the 
other.  The  corneous  layer  was  separated  from  the  rete  Malpighii  by 
a  very  large  am^ount  of  liquid,  while  between  the  latter  and  the  papillae 
was  found  a  smaller  quantity.  This  is  represented  in  Fig.  42,  under  a 
power  of  eight  diameters.  The  bulla  was  about  one  centimetre  in 
diameter,  and  covered  the  plantar  surface  of  the  great  toe. 

The  distended  superficial  epidermis  e  formed  a  large  circle  ;  be- 
tween it  and  the  rete  mucosum  there  was  a  liquid  containing  a  few 
red  blood-corpuscles  and  some  lymph  cells.  The  rete  mucosum  c  is 
detached  at  places,  and  raised  in  such  a  manner  that  at  m  are  seen  its 


Fig.  42. 


Pemphigns  bulla  from  a  new-bora  syphilitic  child.  Tho  snperflcial  epidermic  layer  e  is  ele- 
vated by  a  fluid  exuded  between  it  and  the  rete  mucosum.  The  rete  mucosum  c  is  also  partly 
raised,  so  that  there  exists  a  space  filled  with  fluid  between  it  and  the  papilla;,  p.  The 
epithelial  prolongations  and  the  ducts  of  the  sudorific  glands  to,  placed  between  the  papillre,  and 
which  run  between  them  into  the  derm,  are  broken  and  suspended  from  tho  rete  mucosum.  d. 
Derm.  a.  Fibrous  and  muscular  layers,  t.  Tendons  and  fibrous  tissue,  o.  Cartilage  of  ossifica- 
tion of  the  first  phalanx.   V.  Vessels.   X  S. 

inter-papillary  prolongations,  and  the  ducts  of  the  sudoriferous  glands 
which  have  been  drawn  out  with  it,  and  have  escaped  from  the  derm. 
The  same  sanguinolent  liquid  exists  between  the  rete  mucosum  and 
the  papillae  p.  Beneath  the  papillse  are  seen  the  corium  d,  the  adi- 
pose tissue  and  the  sheath  of  the  tendons  t,  and  the  epiphyseal  carti- 
lage of  the  first  phalanx  o. 
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Figure  43  shows  in  detail  the  lesion  of  the  Malpighian  and  papil- 
lary layers,  enlarged  200  diameters.  The  latter  largely  consists,  as  in 
a  new-born  child,  of  embryonic  tissue  ;  the  rete  mucosum  presents  an 
excavated  condition  of  certain  of  its  cells  c ;  from  o  to  s  is  seen  a 
sudoriferous  gland ;  w  is  an  inter-papillary  prolongation  of  the  rete 
mucosum.  The  separation  of  the  epidermis  into  two  layers  is  at  the 
granular  layer.  My  opinion  as  to  the  true  character  of  this  case  is 
corroborated  by  the  fact,  that  the  liver  showed  a  lesion  peculiar  to 
hereditary  syphilis — an  interstitial  hepatitis. 


Fig.  43. 


Sciitlon  of  the  rete  macosnm  and  papilla;  from  the  same  case  of  pemphigus  as  Fig.  42.  o.  Orifice 
of  a  sndorific  gland,  m.  Cells  of  the  rete  mucosum,  some  of  which  are  excavated  c.  p.  Papillae. 
•».  Their  vessels,   n.  Prolongations  of  the  rete  mucosum  between  the  papillie.  X  200. 

Syphilitic  pemphigus  of  the  new-born  is  an  eruption  of  great 
importance,  as  it  is  usually  the  first  symptom  of  hereditary  syphilis. 
It  is,  therefore,  of  moment  to  be  able  to  diagnose  it  accurately.  It 
may  be  recognized  by  its  seat,  which  is  usually  the  palms  of  the  hands, 
the  soles  of  the  feet,  the  anterior  surface  of  the  forearm,  the  wrists, 
etc.  It  is  essentially  less  a  bulla  than  a  papule,  which  may  be  un- 
derstood from  its  anatomy.  The  swollen  papilloe  and  congested  dis- 
tended vessels  indicate  a  superficial  inflammation  of  the  true  skin.  If 
the  epidermic  layers  are  raised,  it  is  due  chiefly  to  their  slight  resist- 
ance, their  delicacy,  and  their  previous  immersion  in  the  amniotic  fluid, 
i.  e.,  to  conditions  which  are  peculiar  to  the  sl<in  shortly  after  birth. 

As  an  anatomical  lesion,  therefore,  the  pemphigus  of  infantile 
syphilis  belongs  rather  with  the  papular  than  with  the  bullous  erup- 
tions, and  should  be  classed  with  the  roseola  and  papules  of  early 
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syphilis.  It  is  in  fact  contemporary  with  the  first  cutaneous  or  mu- 
cous manifestations  of  syphilis;  it  almost  always  precedes  them,  but 
is  closely  followed  if  not  accompanied  by  roseola  and  cutaneous  or 
mucous  papules.  These  last  do  not  differ  in  children  from  those  in 
the  adult. 

The  macular  and  papular  roseolas  have,  however,  during  the  first 
days  of  life  an  intensely  yellow  hue,  Avhich  is  due  to  the  fact  that  the 
skin  of  new-born  children  is  congested,  red,  ecchyraotic  (Parrot) ; 
but  the  flat  papules,  and  the  mucous  patches  of  the  buttocks,  lips, 
etc.,  resemble  precisely  the  same  lesions  in  the  adult.  Infantile 
pemphigus  may  be  accompanied  by  a  specific  coryza. 

The  syphilides  occurring  immediately  after  birth  are  never  deep,  and 
the  pemphigus  of  children  is  described  in  this  chapter  simply  to  con- 
form to  the  elementary  anatomical  sequence  of  the  lesions  of  the  skin. 

7th.  GuMMOUS  AND  TUBERCULAR  Sypiiilides. — In  the  tubercles  and 
gummata  of  the  skin  are  seen  the  latest  and  deepest  manifestations  of 
cutaneous  syphilis. 

Gummata  of  the  skin  make  their  appearance  at  extremely  variable 
intervals,  after  the  contraction  of  syphilis ;  sometimes  very  late — 
twenty  or  thirty  years  after  the  chancre — sometimes,  on  the  contrary, 
very  early,  during  the  first  year,  or  even  in  the  first  four  or  five 
months;  this  occurs  in  the  grave  and  abnormal  varieties  of  the  disease  ; 
most  frequently  they  develop  thi'ee  or  four  yeai's  after  the  chancre. 

The  favorite  localities  are  the  face,  scalp,  shoulders,  neck,  arms, 
thighs,  and  legs,  but  they  may  occur  in  any  region  of  the  body. 

For  the  present,  only  those  affecting  the  subcutaneous  connective 
tissue  will  be  considered,  but  the  submucous  tissues  are  very  fre- 
quently attacked,  especially  those  of  the  cheeks,  lips,  tongue,  soft 
palate,  etc. 

Cutaneous  gummata  are  inflammatory  tumors  of  the  subcutaneous 
tissue — the  cellulo-adipose  connective  tissue — which  terminate  by  dis- 
charging externally ;  they  cause  a  loss  of  substance  to  great  depths, 
more  considerable  in  extent  at  the  bottom  than  at  the  cutaneous  orifice, 
the  disintegrated  tissue  being  slowly  thrown  off"  like  the  core  of  a 
furuncle. 

In  the  development  of  a  gumma,  there  are  four  periods,  which  in- 
clude the  processes  of  formation,  softening,  ulceration,  and  i-eparation. 
The  first  period  is  of  long  duration,  and  as  the  tumor  is  painless,  the 
l^atient  usually  discovers  it  by  chance,  as  a  rounded  or  slightly  flat- 


GUMMA. 


205 


tened  nodule  seated  deeply  beneath  the  skin,  which  latter  is  slightly 
raised.  The  nodule  is  movable  in  the  subcutaneous  tissue,  is  hard, 
consistent,  and  gives  rise  to  no  subjective  symptoms,  unless  it  happens 
to  include  a  nerve  filament  or  trunk.  Uummata  upon  the  radial  and 
ulnar  nerves  have  been  observed  to  excite  pain  analogous  to  that  of 
nem'omata. 

The  tumor  grows  slowly,  little  by  little,  until  it  acquires  a  volume 
varying  from  one  centimetre  in  diameter  to  that  of  a  hen's  or  even  of 
a  turkey's  egg.  These  enormous  gummata  are  exceptional,  and  our 
description  is  meant  to  apply  to  thoSe  ordinarily  met  with,  having  a 
diameter  of  from  half  to  thi-ee-quarters  of  an  inch. 

The  skin  over  the  surface  of  the  gumma  is  not  usually  changed, 
but  remains  normal,  until  suppuration  begins.  After  a  time  the  little 
tumor  softens,  becomes  doughy,  and  then  fluctuating,  as  a  kind  of 
liquefaction  of  its  solid  substance  takes  place.  Soon  the  skin  reddens, 
grows  thin  at  the  most  prominent  point  of  the  gumma,  and  is  finally 
perforated.  The  small,  circular  opening  thus  formed  gives  exit  at 
first  only  to  a  very  small  quantity  of  purulent  or  gummy  liquid ;  an 
open  gumma  not  resembling  in  the  least  a  discharging  abscess. 

The  gumma  does  not  at  once  empty  itself  when  it  is  opened.  The 
inflamed  connective  tissue  remains  in  place  adhering  by  its  deeper 
portions  to  the  subcutaneous  cellular  tissue  ;  this  latter  is  gradually 
thrown  off  in  the  form  of  small  sloughs,  shreds,  and  filaments,  which 
are  discharged  with  the  purulent  liquid  derived  from  the  walls  of  the 
cavity,  the  base  and  long  diameter  of  which  are  much  larger  than 
the  outlet.  The  walls  of  the  cavity  are  quite  resistant.  The  connec- 
tive tissue  and  the  epidermis  covering  the  gumma,  and  constituting 
th^  superficial  wall  of  the  gummous  cavern,  do  not  become  thin,  but 
preserve  a  certain  degree  of  hardness.  The  grayish  and  sloughing 
tissue  from  the  bottom  of  the  gumma  is,  however,  gradually  thrown 
off  with  the  sero-purulent  liquid  secreted  by  the  walls  of  the  cavity, 
and  when  elimination  is  complete  the  period  of  reparation  commences. 

Granulations  forming  at  the  bottom  soon  fill  the  cavity,  the  solution 
of  continuity  is  repaired,  and  cicatrization  takes  place  ;  these  pro- 
cesses often  occur  with  astonishing  rapidity,  when  compared  with 
those  of  the  previous  periods.  The  resulting  cicatrix  is  depressed, 
often  adherent  to  the  deeper  tissues  or  to  the  bone  itself,  if  the  gum- 
ma has  been  situated  above  a  superficial  bone,  and  in  this  case  there 
are  seen  surface  irregularities,  due  to  old  periostitis  or  to  periostosis 
in  the  neighborhood  of  the  gumma.   Over  the  surface  of  the  cicatrix, 
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which  is  regularly  cii'cular,  the  skin  is  white  and  normal  or  pigmented 
around  its  circumference.  Sometimes  a  number  of  gummata  unite  to 
form  a  more  or  less  considerable  group,  each  of  them  opening  by 
a  distinct  orifice  ;  there  may  also  be  many  openings  in  the  skin  over 
a  single  gumma  if  the  latter  be  very  voluminous. 


Anatomy  and  Histology  op  Gummata.  —  The  structure  of  these 
connective-tissue  lesions  has  been  carefully  studied  by  all  pathologists, 
as  the  most  characteristic  production  of  syphilis,  whether  found  in  the 
skin  or  in  one  of  the  internal  organs,  as  the  liver.  When  the  micro- 
scope was  first  applied  to  the  study  of  tumors,  Lebert,  Verneuil,  and 
Robin  determined  that  there  were  no  special  cellular  elements  in  the 
syphilitic  gummata.  Virchow  and  Lancereaux  have  given  excellent 
descriptions  of  them,  as  has  also  Ch.  Robin.^ 

When  a  section  of  the  skin  covering  a  gumma  in  its  first  stage  is 
examined  with  a  low  power,  it  is  found  that  it  is  slightly  elevated  by 
the  accumulation  beneath  it,  but  the  superficial  coverings,  the  epi- 
dermis, and  papillary  layer,  are  absolutely  intact. 

Figures  44  and  45  have  been  drawn  from  a  preparation  made  by 
Charabard  of  a  gumma  in  this  stage  ;  in  figure  44,  as  seen  with  the 


Section  of  the  skin  including  half  of  a  gumma,  not  magnified  ;  6,  skin  surface  ;  c,  d,  new 

tisMue  of  the  gninrua. 

naked  eye  ;  in  figure  45,  magnified  eight  diameters,  showing  t^ie 
mass  of  gummous  tissue,  and  its  situation  in  relation  to  different  por- 
tions of  the  skin.  It  is  evident  that  the  rete  mucosum  b,  and  the 
papillae  c,  are  not  thickened ;  the  dermal  tissue  d  is  normal,  and  the 
sudoriferous  glands  t,  s  are  not  involved  by  the  new  formation.  The 
most  deeply  seated  glomerules  of  the  sweat  glands  may,  however,  be 
attacked.  The  new  groAvth  commences  in  the  adipose  lobules  of  the 
derm,  and  invades  all  its  deeper  portions  as  well  as  the  loose  subcu- 
taneous cellulo-adipose  tissue.  The  growth  is,  at  this  period,  dis- 
tinctly limited,  although  it  gradually  merges  into  the  healthy  tissue. 


'  Van  Oordt,  Des  Tvmeurs  gummettse,  Tli6se  de  Paris,  1859. 
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If  a  gumma  be  examined  with  a  higher  power,  passing  from  the 
healthy  skin  towards  its  central  and  deeper  parts,  it  is  seen  that  at  the 
margin  the  bundles  of  connective  tissue  fibres  are  separated  by  rows 
of  round  cells ;  the  ducts  of  the  glomerules  of  the  several  glands  are 


Part  of  Fig.  44,  with  higher  power,  situated  between  c  and  d.  b.  Epidermic  layers,  c.  PapilliE. 
d.  Connective  tissue,  t.  Opening  and  duct  of  a  sudorific  gland,  the  glomerule  of  which  is  seen 
at  s.  All  this  superficial  portion  of  the  skin  is  normal  or  slightly  inflamed.  The  tissue  of  the 
gumma,  which  is  only  a  very  intense  inflammation  of  the  cellulo-adipose,  and  subcutaneous 
cellular  tissue,  extends  from  m  to  n.    X  8. 

surrounded  by  similar  cells,  and  the  islets  of  adipose  tissue  are  equally 
involved.  More  deeply  the  bundles  of  fibres  are  isolated  by  masses 
of  cells,  arranged  around  them  with  some  regularity.  The  fasciculi 
of  connective  tissue  are  easily  recognized  by  their  transparency,  and 
the  red  color  imparted  to  them  by  picro-carmine.  The  vessels  are 
also  isolated  and  suvrounded  by  the  same  cells.  The  elastic  fibres 
are  not  modified. 

All  the  pre-existing  cellulo-vascular  tissue  is  thus  infiltrated,  and 
crowded  with  cells,  the  enormous  quantity  of  which  strangles  the 
normal  tissue  elements,  and  impairs  the  circulation.  In  the  interior 
of  the  capillaries  and  venules,  there  is  seen  an  accumulation  of  round 
cells,  and  of  detached  and  swollen  endothelial  cells  ;  their  lumen  also 
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frequently  shows  granular  or  fibrillar  coagulations  of  fibrin,  which 
envelop  the  preceding  elements,  and  the  entire  contents  of  the  vessel 
are  then  seen  colored  red  or  orange-red,  and  with  much  more  inten- 
sity of  hue  than  the  tissue  simply  infiltrated  with  cells.  There  are 
at  intervals  actual  changes  in  the  smaller  vessels.  Figures  46,  47, 
and  48  show  the  alterations  of  the  connective  tissue,  and  of  the  vessels 
in  a  gumma  in  the  first  stage.    In  figure  46  the  capillaries  are  filled 


Fig.  46. 

• 


Connective  tissue  and  capillaries  of  a  gumma,  p,  p.  Walls  of  two  capillaries,  which  are  filled 
with  "endothelial  cells,  a.  Pus  corpuscles  aud  fihriu,  forming  a  coagulum.  b,  6.  Fasciculi  and 
fibres  of  connective  tissue,  which  are  separated  by  round  cells  n.    X  200. 

by  a  coagulum  6,  b,  formed  of  endothelial  and  lymph  cells  and  fibrin. 
The  fibres  of  connective  tissue  /  are  separated  by  round  cells  n. 


Fig.  47. 


Longitudinal  section  of  a  small  vein  in  a  fjiuiima :  the  wall  p,  p,  of  the  vessel  is  formed  of 
connective  tissue,  the  fasciculi  of  which  are  separated  by  round  cells.  Its  internal  coat  is  lined 
with  flat  endothelial  cells  e.  The  lumen  of  the  vessel  is  flUed  Mith  a  fibrinous  coagulum  c, 
entangling  lymph  colls.   X  200. 

Figure  47  is  a  longitudinal  section  of  a  small  vein,  the  wall  of  which 
p  is  formed  of  a  tissue  infiltrated  with  round  cells.  At  its  internal 
portion  there  are  some  endothelial  cells  e,  and  the  interior  of  the 
vessel  is  filled  with  a  fibrinous  coagulum  c,  surrounding  the  lymph 
cells. 
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Figure  48  represents  an  oblique  section  of  a  vein  obliterated  in  the 
same  manner.  The  coagulum  shows  Ijmph  cells  and  filaments  of 
fibrin. 

These  coagula  are  occasioned — as  is  true  in  all  intense  and  destruc- 
tive inflammations — by  a  modification  of  the  vascular  wall.  This 

Fig,  48. 


Oblique  section  of  a  vein  in  a  gumma,  obliterated  as  iu  Fig.  47.  p,p.  Walls  of  the  vessel, 
e.  Parietal  eudotbelial  cells,  e'.  Endothelial  cell  situated  upon  the  surface  of  a  fibrinous  coagn- 
lum,  which  entangles  endothelial  cells  and  pus  corpuscles.  /.  Free  filaments  of  fibrin,  g. 
Collection  of  lymph  cells  in  the  vessel.    X  200. 

• 

permits  the  escape  of  the  corpuscles  ;  the  endothelial  cells  swell ;  the 
circulation  is  interfered  with ;  the  lymph  cells  are  arrested  in  their 
movement ;  and  there  is  at  first  obstruction  of  the  vascular  canal  and 
then  coagulation  of  the  fibrin.  These  coagula  are  rarely  visible  in 
gummata,  except  at  the  moment  when  the  mortification  which  pre- 
cedes the  elimination  of  the  neoplasm  occurs. 

In  the  second  period,  or  that  of  softening,  the  ^^e^Iul9,r  elem.^ts; 
become  granulo-fatty,  the  bundles  of  connective-tissue  fibres  sepa- 
rate, the  elements,  at  first  compressed  between  9'ffs|strng:;fibieS,<:^i^ 
more  easily  displaced,  becoming  more  mobile,  and  the  tumor  grows 
less  dense.  At  this  time  the  superficial  layers  of  the  skin  are  infil- 
trated with  the  same  cellular  elements,  and  are  finally  perforated. 

Figure  49  represents  a  naked-eye  drawing  of  a  preparation  made 
by  Chambard  of  an  open  gumma,  in  which  the  loss  of  substance  has 
been  considerable,  and  has  left  an  empty  cavity,  the  gummous  tissue 
having  been  completely  evacuated.  Half  of  this  cavity  is  represented 
at  c;  the  walls,  b,  are  formed  by  the  superficial  layer  of  the  skin,  a, 
by  the  corium,  e,  and  by  the  subcutaneous  connective  tissue,  d. 

Figure  50  shows,  with  an  enlargement  of  8  diameters,  that  portion 
of  the  skin  included  between  a  and  b  in  Figure  49.    The  rete  muco- 
sum,  a,  is  considerably  enlarged,  and  sends  between  the  lengthened 
papillae  long  epithelial  prolongations,  d ;  all  the  connective  tissue 
14 
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of  the  derm,  c,  is  inflamed.  In  the  portion  h,  and  in  all  the  region 
adjoining  the  perforation,  the  cells  of  the  rete  mucosum  have  under- 

Fig.  49. 


Section  of  half  a  gumma  of  the  skin,  natural  size.  a.  Surface  of  skin.  c.  Empty  cavity  occu- 
pied by  the  soft  part  of  the  gumma  which  has  heen  elimina'ed.  e.  Tissue  of  the  derm.  d.  Deep 
portion  of  the  derm  and  subcutaneous  tissue  which  form  the  wall  of  the  gumnious  cavity. 

gone  marked  inflammatory  changes,  with  excavated  cavities  in  the 
cells  which  may  be  seen  under  a  higher  power.    All  the  superficial 


Fig.  50. 


Kepreaents  that  portion  of  Fig.  49  included  between  the  letters  a  and  b.  a.  Much  thickened 
rete  mucosum  of  the  cutaneous  surface  near  the  opening  in  the  skin  of  the  gumma.  The  skin  is 
arrested  at  b.  d.  Rete  mucosum  extending  between  the  much  elongated  papillte  of  the  inflamed 
skin  above  the  gumma.    X  8. 

portion  of  the  derm  and  of  the  epiderm  has  then  been  acutely  in- 
flamed before  the  perforation  occurs.  That  having  taken  place,  the 
fluid  and  solid  portions  of  the  gumma  are  gradually  discharged ;  the 
superficial  wall  not  breaking  down,  but  remaining  in  situ  over  the 
open  cavity.  This  phenomenon  is  easy  of  explanation :  the  wall  from 
h  to  e,  Fig.  49,  is  composed  of  the  derm  of  the  inflamed  skin,  and  is 
quite  sufficiently  resistant,  as  in  all  sclerosed  connective  tissue,  to 
preserve  its  form. 

The  evacuation  of  the  gummous  tissue  goes  on  very  slowly  ;  it  may 
last  a  month  or  even  two  months  after  the  opening  in  the  skin  has 
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taken  place.  The  condition  is  very  analogous  to  that  in  the  interior 
of  a  furuncle,  the  core  or  slough  in  both  cases  being  formed  of  bun- 
dles of  connective  tissue  more  or  less  disintegrated  and  filled  with 
large  numbers  of  cells.  It  is  exuded  in  filamentous  particles  mixed 
•with  the  fluid  discharge. 

The  inferior  wall  of  the  cavity  adheres  for  a  long  time  to  the  gum- 
mous  tissue,  since  it  is  composed  of  exactly  the  same  structure,  and, 
even  after  the  slough  has  been  eliminated,  there  may  still  be  seen,  in 
the  tissue  which  forms  the  bottom  of  the  loss  of  substance,  numerous 
obliterated  vessels  in  the  midst  of  a  connective  tissue  infiltrated  with 
cells. 

The  process  of  reparation  consists  simply  in  the  embryonic  con- 
nective tissue  becoming  granulation  tissue,  growing  from  the  surface 
of  the  cavity,  and  usually  filling  it  with  rapidity. 

The  diagnosis  of  these  tumors  is  easy  ;  they  should  not  be  mistaken 
for  fatty  tumors,  sarcoma,  fibroma,  or  cancer ;  there  might,  however, 
be  some  doubt  between  a  gumma  of  the  heart  and  a  tumor  of  another 
nature  in  the  same  region. 

Gummata  which  are  open  or  about  to  open  are  very  characteristic ; 
they  are  distinguished  from  cold  or  scrofulous  abscesses  by  the 
fluctuation  and  the  thicker  and  more  abundant  pus  of  the  latter.  The 
walls  and  base  of  a  gumma  are  hard  and  resistant,  while  the  skin 
surrounding  a  cold  abscess  is  more  flaccid,  and  is  apt  to  be  discolored. 
The  cicatrices  are  often  different,  scrofulous  scars  being  more  fre- 
quently irregular  or  honey-combed.  The  prognosis  of  gummata  is 
not  grave  when  they  are  few  in  number,  do  not  come  prematurely, 
and  are  not  of  excessive  size.  Their  appearance,  three  or  four 
months  after  the  chancre,  almost  invariably  indicates  a  grave  abnor- 
mal syphilis. 

[Phlegmonous  Syphilides. — Occasionally,  and  especially  in  chil- 
dren, gummata  soften  with  such  rapidity  as  to  bear  a  close  resemblance 
to  ordinary  furuncles.  Lancereaux  quotes  cases  of  subcutaneous 
tumors  which  softened  or  ulcerated  with  extraordinary  speed,  and 
Baumler  refers  to  cutaneous  gummata  in  infants  with  hereditary 
syphilis,  which  have  been  described  by  llinecker  as  syphilis  nodosa, 
and  anatomically  examined  by  Virchow  and  Forster.  They  Avere  pre- 
cisely like  the  furuncles  of  poorly  nourished  children,  but  their  contents 
did  not  consist  of  a  "  core"  of  cellular  tissue  or  pus,  but  of  a  muco- 
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purulent  fluid,  -which  contained  chiefly  granular  detritus.  The  diag- 
nosis Avas  made  by  the  other  signs  of  syphilis  present. 

Dr.  Thomas  Barlow  has  reported^  a  case  of  numerous  furuncular 
swellings  occurring  in  a  child  of  ten  weeks,  and  distributed  over  the 
greater  portion  of  the  body.  They  ran  an  acute  course,  rapidly  sup- 
purated and  discharged  pus,  and  before  treatment  was  commenced 
were  followed  by  extensive  ulceration.  Doses  of  one  grain  of  gray 
powder  three  times  daily,  followed  by  mercurial  inunction,  rapidly 
caused  their  disappearance,  as  well  as  that  of  enlargements  of  the 
inguinal  glands,  the  spleen,  the  liver,  etc.  Dr.  Barlow  believes  that 
these  wei'e  not  ordinary  furuncles,  as  they  had  no  inflamed  areola  and 
discharged  no  core  ;  they  were  not  the  "  scrofulides  phlegmoneuses" 
of  Hardy,  as  they  were  much  more  acute,  discharged  laudable  pus, 
and  healed  more  rapidly  ;  they  were  not  ordinary  gummata,  as  at  no 
time  was  there  any  hard  nodular  mass  to  be  felt,  there  was  active 
suppuration,  not  gradual  breaking  down,  and  there  was  never  any  re- 
absorption  even  under  treatment. 

For  these  reasons  he  prefers  to  describe  the  eruption  as  a  "  phleg- 
monous syphilide,"  or  a  "  syphilitic  phlegmon,"  rather  than  as  sub- 
cutaneous gummata. 

Subsequently  Mr.  Frederick  Taylor  gave  details  of  two  similar 
cases,  occurring  in  children  aged  thirteen  weeks  and  four  months 
respectively,  and  running  a  precisely  parallel  course.  He  calls 
attention  to  an  article  by  M.  Bouchut,^  in  which  multiple  abscesses 
of  cellular  tissue  in  undoubtedly  syphilitic  infants  are  said  to  appear 
as  "  small  hard  nodules  in  the  subcutaneous  tissue,  which  soften 
and  fluctuate  but  do  not  burst  for  perhaps  tAvo  or  three  months;  the 
pus  is  small  in  quantity,  of  a  yellowish  sanious  character,  and  the 
opening  remains  livid  and  fistulous  for  some  time  prior  to  closing." 
This  description  would,  however,  appear  to  apply  very  accurately  to 
ordinary  gummata,  but  the  cases  of  Barlow  and  Taylor,  as  well  as 
others  of  the  same  character,  which  have  been  reported,  were  entirely 
difi'erent.] 

Tubercular  Syphilides. — Syphilitic  tubercles  and  gummata  have 
numerous  and  striking  analogies.  They  appear  at  the  same  stage  of 
syphilis,  are  of  the  same  clinical  import,  and  are  caused  by  the  same 
pathological  changes  ;  the  chief  distinction  being  that  the  tubercles 
are  more  superficial,  only  involve  the  derm,  do  not  extend  into 
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the  subcutaneous  tissue  and  give  rise  to  a  less  abundant  cellular 
infiltration. 

Tubercular  syphilides  represent  deep  and  enormously  swollen 
papules,  and  are  intermediate  pathologically  between  the  papule 
and  the  gumma. 

They  appear  as  single,  flattened  pimples,  attended  with  an  indura- 
tion of.  the  entire  skin,  from  the  superficial  epidermis  to  the  deepest 
layer  of  the  derm;  they  are  sometimes  isolated,  sometimes  in  groups, 
and  may  be  scanty  or  may  invade  the  greater  part  of  the  body.  Their 
favorite  seat  is  upon  the  face,  at  the  mucous  outlets,  upon  the  nose, 
ears,  forehead,  back,  neck,  and  inferior  extremities,  especially  the 
legs. 

There  are  two  varieties,  the  dry  and  the  ulcerating.  Fournier  has 
described  them  under  the  name  of  gummata  of  the  skin,  and  he  is 
correct  in  so  far  that  their  essential  histological  lesion  is  the  same  as 
that  of  the  gummata — so  that  the  latter  might  appropriately  be  called 
deep  tubercles  of  the  connective  tissue. 

The  dry  tubercular  sypldlide  is  usually  copper-colored  like  the 
papules ;  the  groups  of  thick  flattened  tubercles  form  segments  ot 
circles  or  complete  rings  ;  they  are  covered  with  thick  scales,  almost 
crusts,  although  there  may  be  no  ulceration  of  the  skin,  and  healing 
may  occur  with  the  production  of  a  white  or  pigmented  cicatrix  with- 
out any  ulcerative  pi'ocess  having  taken  place.  The  phenomena  of 
deep  infiltration  by  round  cells,  and  of  partial  destruction  of  connec- 
tive tissue,  and  its  transformation  into  cicatricial  tissue,  which  take 
place  openly  when  ulceration  has  occurred,  may  likewise  be  accom- 
plished beneath  a  skin  which  is  intact  or  simply  inflamed.  It  can 
easily  be  understood  that  such  a  process  is  one  of  long  duration. 

The  ulcerative  tubercular  sypJiilides  are  more  grave  on  account  of 
the  abundant  suppuration  caused  by  them.  They  may  be  isolated, 
but  are  usually  in  groups,  and  often  extend  over  considerable  portions 
of  the  skin.  I  have  examined  microscopically  a  patch  of  ayiDhilitic 
tubercles,  and  have  found  the  entire  derm  packed  with  round  cells, 
and  the  papilla?  hypertrophied  and  budding.  Their  surface  was  cov- 
ered with  epithelial  cells  and  pus  corpuscles.  The  cells  of  the  rcte 
mucosum  and  corneous  layers  of  the  epidermis  showed  the  lesions 
which  have  been  dwelt  upon  in  considering  mucous  patches — excava- 
tions, branching  prolongations,  etc. 

[The  histology  of  gummata  and  tubercles  consists  in  the  formation 
of  embryonal  cells,  which,  in  the  former,  the  gummata,  occupy  a  po- 
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sition  deep  in  the  derm,  infilti'ating  the  subcutaneous,  connective  and 
adipose  tissues,  and  in  some  instances  even  involving  the  deeper 
structures,  bone,  cartilage,  etc.  The  tubercles  are  the  same  in  their 
histological  structure,  but  are  limited  more  particularly  to  the  skin, 
implicating  the  derm  alone,  and  not  affecting  the  subcutaneous  tissue. 
This  infiltration,  together  with  the  part  involved,  undergoes  retro- 
grade metamorphosis,  and  is  finally  discharged  as  a  slough.  The 
bloodvessels  included  in  the  new  formation  are,  at  a  certain  time, 
obliterated  by  a  coagulura  in  their  lumen,  which  consists  of  lymph 
and  endothelial  cells  and  fibrin.] 

Tubercles,  particularly  those  of  the  face,  are  often  so  prominent, 
have  such  a  marked  wine-red  or  violet  color,  and  so  thicken  the  entire 
skin  of  the  visage  that  the  eruption  has  been  called  leontiasis.  The 
eai"s  may  even  be  deformed  as  in  erysipelas. 

These  tubercles  give  rise  by  their  ulceration  to  extensive  loss  of 
substance,  occurring  at  first  at  separate  points,  but  uniting  and  follow- 
ing the  circinate  form  of  the  eruption.  The  ulcerations  are  deep  and 
abrupt,  with  red,  inflamed,  sometimes  much  hypertrophied  edges,  and 
occur  in  thickened  and  indurated  skin,  infiltrated  with  small  cells. 
This  form  of  tubercular  syphilide  often  assumes  a  perforating  char- 
acter, penetrates  the  nasal  septum  and  alse,  the  lip  or  the  ear,  or  in- 
volving the  bridge  of  the  nose,  occasions  the  necrosis  and  loss  of 
bone  or  cartilage  which  not  infrequently  cause  a  depression  or  falling 
in  of  that  organ. 

[The  disease  for  which  an  ulcerating  tubercular  syphilide  is  most 
likely  to  be  mistaken  is  lupus  vulgai'is,  which  is  a  cellular  new  growth 
resulting  in  various  papular  or  tubercular  patches  which  are  usually 
followed  by  ulceration.  It  has  no  relation  with  syphilis,  and  should 
be  carefully  distinguished  from  it,  as  the  treatment  beneficial  in  one 
case  is  useless  or  absolutely  harmful  in  the  other.  The  main  diag- 
nostic points  may  be  tabulated  as  follows : — 


Tubercular  Syphilide. 

Occurs  chiefly  among  adults. 

Considerable  infiltration  of  skin. 

Tubercles  opaque,  and  of  a  deep  brown- 
ish-red color. 

The  characteristic  ulcer  produced  in  a 
month  or  two. 

Ulcers  usually  distinct. 


Lupus  Vulgaris. 

Occurs  commonly  in  young  persons. 
Not  so  marked. 

Tubercles  often  translucent  and  lighter 
in  color. 

The  same  amount  of  ulceration  would 
require  several  months  or  even  years 
for  its  development. 

Ulcers  apt  to  be  confluent. 
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TUBEnCULAR  SypniLIDE. 

Ulcers  deep  and  extensive. 

Ulcers  small,  circular,  punched  oiit. 

Secretion  copious,  sometimes  offensive. 
Crusts  bulky,  greenish. 
Scales  irregular  in  shape  and  attach- 
ment. 

Cicatrices  soft,  white,  circular. 

History  and  concomitant  symptoms  of 
syphilis. 

Local  treatment  ineffective.  Internal 
specific  treatment  effects  a  cure. 


Lupus  Vulgaris. 

More  superficial  and  involving  smaller 
area. 

No  regular   form,  nor  perpendicular 
edges. 

Secretion  slight,  inoffensive. 

Crusts  thin  and  dark  colored. 

Scales  arranged  more  regularly,  attached 

in  the  centre,  and  loosened  at  the 

edges. 

Cicatrices   distorted,   irregular,  puck- 
ered. 

No  such  history  except  as  a  coincidence. 

Eruption  disappears  only  under  very 
active  local  treatment.] 


When  either  these  tubercles  or  gummata  or  deep  ulcerating  pustu- 
lar lesions  are  seated  in  the  neighborhood  of  bones,,  as  in  the  subcu- 
taneous tissue  of  the  scalp,  or  over  the  sternum,  tibia,  ulna,  etc.,  it 
often  happens  that  the  periosteum  is  altered  in  the  same  manner  as 
the  skin. 

There  are  still  to  be  considered  those  grave  eruptions  which, 
whether  primarily  pustular,  ulcero-crustaceous,  tubercular,  or  gum- 
mous,  give  rise  by  their  confluence  to  the  enormous  serpiginous 
ulcers  of  the  lower  extremities,  back,  shoulders,  etc.,  which  are  occa- 
sionally seen  in  hospital  wards. 

These  syphilides  are  of  extreme  and  dangerous  importance  on 
account  of  the  depth  of  the  ulceration,  the  extent  of  the  affected 
region,  the  free  suppuration,  the  difficulty  of  cure,  the  tendency  to 
relapse,  and  the  cachexias  of  the  patients;  they  usually  occur  at  a 
period  remote  from  that  of  infection,  and  are  rare  as  compared  with 
the  whole  number  of  infected  persons. 

Although  this  is  the  general  rule,  there  are  yet  numerous  excep- 
tions. As  has  already  been  mentioned,  the  lesions  of  syphilis  do  not 
always  succeed  one  another  in  entire  accord  with  the  artificial  division 
into  distinct  periods,  which  is  made  and  followed  for  convenience  in 
study  and  description.  The  very  first  symptoms  of  syphilis  may  be 
deep,  generalized,  pustular  or  ulcerating  eruptions,  which  have  been 
variously  named,  but  which  are  none  other  than  those  just  described, 
only  following  immediately  after  the  chancre  instead  of  being  sepa- 
rated from  it  by  an  interval  of  many  years. 

Such  eruptions  are  usually  more  widely  distributed  than  the  late 
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syphilides,  and  they  occur  at  a  time  when  all  the  glands  are  involved 
in  the  general  infection  incident  to  the  onset  of  syphilis ;  ordinarily 
when  these  same  symptoms  appear,  the  lymphatic  glands  are  no  longer 
either  indurated  or  hypertrophied.  The  general  symptoms,  fever, 
prostration,  osteocopic  pains,  etc.,  are  much  more  intense  than  usual. 

These  early  grave  syphilides — or  the  "  syphilides  d'emblee" — are 
divided  by  Bazin  into  two  varieties:  '  1st,  a  vesiculo-pustular  form 
characterized  by  rupial  bullae  or  ecthymatous  pustules,  which  spread 
rapidly,  suppurate  profusely,  and  are  covered  by  thick  yellowish  or 
brownish  crusts  ;  this  lesion,  owing  to  the  abundance  of  the  suppura- 
tion, conjoined  with  involvement  of  so  large  an  extent  of  cutaneous 
surface,  may  of  itself  produce  profound  cachexia  and  death,  and  such 
cases  have  been  observed  and  recorded ;  2d,  there  is  a  gangrenous, 
ulcerating,  tubercular  variety,  in  which  the  eruption  is  complicated 
by  mortification  affecting  the  centre  of  the  ulcer,  and  causing  great 
loss  of  substance.  [Hardy  says  that  this  is  due  to  an  endo-arteritis, 
which  completely  obliterates  the  vessels.  He  reports  cases  of  this 
character,  and  has  made  preparations  demonstrating  the  affections  of 
the  arteries.]  The  sloughs  are  separated  by  the  suppurative  process  ; 
3d,  Dubois  has  described  in  addition  a  malignant,  ulcerating  tubercular 
variety  in  which  very  deep  serpiginous  ulcers  occur,  and  are  rebellious 
to  treatment. 

Between  these  syphilides  of  excessive  gravity,  and  the  successive 
eruptions  or  the  single  eruption  of  an  erythematous  or  papular  syphi- 
lide,  which  may  be  observed  in  light  cases  of  the  disease,  and  which 
often  constitute  the  entire  symptoms,  there  exist  numerous  interme- 
diate conditions.  Thus  eruptions  of  large  lenticular  papules,  or  of 
thick  papulo-squamous  patches,  are  often  seen  to  follow  closely  upon 
the  primary  lesion,  and  resist  treatment  for  six  months  or  a  year. 
Such  cases  seem  to  connect  the  mild  or  common  form  of  syphilis  with 
the  grave  or  malignant  disease. 

General  Considerations  regarding  Syphilitic  Eruption. — 
In  the  last  two  chapters  all  the  syphilitic  cutaneous  eruptions  have 
been  described,  and  it  is  seen  that,  with  the  exception  of  the  "  syphi- 
lides d'emblee"  which  do  not  conform  to  the  general  rule,  they  are 
deep,  grave,  and  also  more  localized  in  direct  proportion  to  their  age. 

The  lesions  of  the  skin  in  syphilis  do  not  differ  markedly,  as  re- 
gards the  anatomical  changes,  from  the  same  lesions  observed  in 


SYPHILITIC  ERUPTIONS. 


217 


papules,  pustules,  bullas,  etc.,  duo  to  other  constitutional  conditions 
or  to  local  irritants. 

The  lesions  which  have  been  described,  do  not  permit,  from  a  histo- 
logical point  of  view,  an  explanation  of  the  assumption  of  a  particular 
form,  the  involvement  of  a  certain  region,  or  the  symmetrical  or 
irregular  distribution  of  any  special  eruption.  In  this  as  in  all  other 
diseases,  we  are  compelled  to  stop  short  of  a  knowledge  of  the  origi- 
nal or  essential  cause.  We  may  accumulate  facts,  study  them  in  all 
their  details,  and  discover  anatomical  and  physiological  reasons  for 
the  phenomena  obsei'ved  with  the  naked  eye.  Possibly  with  new 
and  more  nearly  perfect  methods  further  advances  will  be  made  ; 
possibly,  also  material  lesions  or  functional  disorders  of  nerves  will 
be  found  to  explain  the  regular  and  symmetrical  distribution  of  some 
of  the  eruptions.  It  is,  however,  essential  that  we  should  not  conceal 
the  unavoidable  limit  of  our  knowledge,  or  ignore  that  which  now 
escapes  our  best  efforts  and  methods. 

The  study  of  minute  histology,  practised  with  high  powers,  teaches 
that  the  phenomena  which  are  most  general  and  are  common  to  the 
greatest  number  of  cutaneous  eruptions — the  modifications  of  nutri- 
tion, of  cell  proliferation,  of  the  migration  of  cells — are  nearly  identical, 
except  in  intensity,  whether  observed  in  papules,  vesicles,  pustules,  or 
tubercles.  These  dissimilar  eruptions,  whether  syphilitic  or  due  to 
other  causes,  do  not  differ  among  themselves  when  studied  under 
high  powers,  so  much  as  one  would  on  d,  priori  grounds  be  led  to 
suppose.  It  is  not,  however,  the  microscopic  examination  which  de- 
termines the  nature  of  eruptions.  As  Edmond  Langlebert  has  said: 
In  cutaneous  pathology  as  in  natural  history,  it  is  the  form  and  not 
the  intimate  structure  of  tissues  which  constitutes  the  species. 

Upon  this  point,  I  am  entirely  of  his  opinion,  but  it  does  not  follow 
that  we  should  not  seek  to  discover  with  the  aid  of  instruments  more 
delicate  and  precise  than  the  unassisted  eye,  the  form  and  course  of 
these  eruptions  which  it  has  been  thought  important  to  study  carefully 
under  low  powers.  In  this  manner  it  is  possible  to  determine  exactly 
the  changes  in  form  and  relation  of  the  different  layers  of  the  skin ; 
the  precise  limit  of  the  lesions  not  only  upon  the  surface,  but  also  in 
depth  ;  the  pathological  modification  of  each  of  the  constituent  parts, 
the  epidermic  layers,  glands,  papillse,  derm,  etc. ;  the  seat  and  the 
nature  of  abnormal  growths  ;  or  in  a  word  we  are  thus  enabled  to 
give  a  precise  description  of  each  of  the  elementary  cutaneous  lesions 
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from  its  onset  to  its  acme,  and,  again,  to  the  termination  of  the  re- 
parative period. 

This  sort  of  descriptive  anatomy  is  not  only  more  exact,  but,  also, 
simpler  and  more  satisfactory  than  that  which  confines  itself  to  the 
surface.  As  the  study  of  symptoms  and  the  investigations  of  pathology 
intermingle  in  these  cases,  the  best  methods  at  our  disposal  should  of 
course  be  carefully  employed,  and  it  may  be  added,  that  it  is  as  im- 
possible to  teach  cutaneous  pathology  as  any  other  branch  of  pathol- 
ogy, without  beginning  with  an  anatomical  description  of  lesions  as 
examined  microscopically.  The  diagnosis  of  these  elementary  lesions 
is  the  basis  of  the  broad  distinction  between  diseases. 

The  histological  study  of  the  modification  undergone  by  isolated 
and  individual  elements  in  cutaneous  eruptions,  is  no  less  useful  from 
another  standpoint.  While  an  examination  under  a  low  power  shows 
the  differences  which  separate  a  given  species  from  one  allied  to  it — 
as,  for  example,  a  papule  from  a  pustule — and  makes  them  better 
known  in  all  their  details,  at  the  same  time  the  analysis  of  the  modi- 
fications of  nutrition,  and  the  emigration  of  cells  shows  the  strong 
resemblances  between  species  nosologically  distinct,  and  the  univer- 
sality of  the  pathological  laws  which  govern  them.  For  example, 
the  formation  of  peri-nuclear  cavities  in  cells,  the  division  of  the 
nuclei,  the  formation  of  round  cells  or  of  pus  corpuscles,  is  the  same 
in  the  investing  epithelium  whether  it  covers  a  papule,  a  pustule,  a 
mucous  patch,  or  some  form  of  tumor  near  the  cutaneous  surface.  In 
the  same  manner  the  formation  of  small  abscesses  or  islets  of  pus  cor- 
puscles in  the  superficial  layers  of  the  epidermis  is  identical  in  all  its 
main  features  in  a  chancre,  a  mucous  patch,  a  syphilitic  or  variolous 
pustule. 

Again,  the  transudation  of  white  blood-cells  and  their  infiltration 
between  the  fasciculi  of  connective-tissue  fibres  is  the  same  in  the 
hard  chancre,  the  soft  chancre,  the  papule,  and  the  pustule.  It  is 
the  evolution,  the  more  or  less  intense  degree  of  inflammation,  the 
topographic  distribution  of  the  lesions  which  determine  the  species. 
The  more  the  elementary  lesions  of  nutrition  are  studied  with  high 
powers,  the  more  we  find  ourselves  occupied  with  phenomena  of  gene- 
ral pathology  applicable  to  a  great  number  of  different  conditions. 
The  manner  in  which  cells  are  affected  by  very  dissimilar  maladies  is 
in  fact  very  limited  and  but  slightly  variable.  The  study  of  these 
general  phenomena  is,  however,  essential  to  a  philosophic  conception 
of  the  pathology  of  the  disease  in  question. 
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It  has  been  shown  how  the  process  by  virtue  of  which  a  mucous 
patch  exudes  a  transparent  liquid  filled  with  round  cells,  is  the  same 
as  that  which  causes  the  exfoliation  of  the  superficial  epidermis,  and 
the  formation  of  scales  in  a  dry  papule,  and  in  a  higher  degree  of 
intensity,  or  a  more  advanced  stage  produces  the  suppuration  of  an 
acne  pustule  or  the  ulceration  of  an  ecthyma.  Other  modifications 
of  the  same  process  have  been  considered,  as  the  suppuration  which 
occurs  in  certain  cases  under  crusts,  or  even  without  the  loss  of  the 
Malpighian,  or  corneous  layers  of  the  epidermis.  These  examples 
could  be  indefinitely  multiplied  by  contrasting  the  lesions  of  diphthe- 
ria, and  the  formation  of  false  membranes  with  those  of  mucous 
patches,  by  showing  the  analogy  between  the  connective-tissue  in- 
flammation in  papules,  and  that  which  occurs  in  pustules,  etc.,  but  it 
would  invoke  needless  repetition.  The  principles  have  been  fully  set 
forth — the  corollaries  are  almost  self-evident. 

[The  clinical  characteristics  of  the  group  of  cutaneous  syphilides 
may  be  stated  as  follows:  — 

1.  General  or  constitutional  symptoms  are  usually  absent,  with  the 
exception  of  the  syphilitic  fever  which  precedes  or  accompanies  the 
early  eruptions. 

2.  Additional  evidences  of  syphilis  will  usually  be  found,  and 
should  carefully  be  searched  for.  The  chancre,  its  cicatrix  or  its 
induration,  the  buboes,  sore  throat,  baldness,  mucous  patches,  etc., 
if  an  early  eruption  be  in  question  ;  osteocopic  pains,  nodes,  and  other 
bone  lesions  in  the  later  stages.  • 

3.  The  eruptions,  especially  the  early  ones,  are  apt  to  be  poly- 
morphous, or  to  present  at  the  same  time  a  variety  of  forms  of  cuta- 
neous lesion,  macules,  papules,  and  pustules,  being  usually  inter- 
mingled. This  is  due  to  the  chronic,  slow  evolution  of  the  disease 
which  permits  of  the  development  of  new  symptoms  during  the 
gradual  fading  of  previous  ones. 

4.  The  patches  of  eruption  are  apt  to  have  a  rounded  or  crescentic 
form,  due  to  the  anatomical  arrangement  of  the  cutaneous  capillaries, 
and  when  seated  upon  the  extremities  occupy  the  side  of  flexion,  the 
anterior  surface  of  the  forearm,  the  palm  of  the  hand,  the  sole  of 
the  foot,  etc. 

5.  The  characteristic  color  of  the  syphilitic  eruptions  is  a  yellowish- 
red,  usually  described  as  "coppery."  Its  peculiar  dusky  tint  is  due 
to  the  absence  of  the  active  hyperoDmia  and  arterial  excitement  wliich 
usually  exist  in  tlie  non-specific  eruptions,  the  color  of  syphilides 
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being  the  result  of  slow  changes  in  the  coloring  matter  of  the  blood 
■which  has  exuded  under  pressure,  and  not  the  accompaniment  of 
acute  inflammation. 

6.  There  is  an  absence  of  pain  and  itching  which  is  very  distinc- 
tive, and  which  is  also  due  to  the  non-inflammatory  character  of  the 
eruption.  It  is  quite  common  to  find  patients  who  were  not  aware  of 
the  presence  of  an  extensive  syphiloderm  until  their  attention  was 
directed  to  it  by  the  surgeon. 

7.  The  early  eruptions  are  contagious,  superficial,  general,  and 
symmetrical,  indicating  by  these  characters  the  involvement  of  the 
blood,  to  which  they  are  due. 

8.  The  later  eruptions  are  not  contagious,  are  irregular  in  distribu- 
tion, extend  to  the  cutis  vera,  or  beneath  it  into  the  connective  tissue, 
and  are  described  as  local  lesions  or  sequelte  following  the  acute  or 
secondary  stage,  and  due  either  to  relapses  in  parts  previously  dis- 
eased, or  to  new  growths  resulting  from  changes  efi'ected  by  syphilis. 

9.  The  early  eruptions  are  frequently  scaly,  the  pressure  of  the 
cell  proliferation,  which  is  always  present,  cutting  off  the  supply  of 
nutriment  to  the  superficial  epidermic  layers,  Avhich  accordingly  dry, 
desiccate,  and  are  exfoliated. 

10.  The  scales  are  whitish,  superficial,  and  usually  not  adherent, 
there  being  no  plastic  or  inflammatory  exudation  to  fasten  them  to 
the  subjacent  part. 

11.  The  later  eruptions  have  thick  irregular  or  imbricated  crusts, 
often  occur  in  groups,  and  leave  scars  even  if  no  ulceration  has 
occurred. 

12.  Ulcers  resulting  from  the  breaking  down  of  syphilitic  deposits 
have  rough  abrupt  edges,  are  irregulai'ly  crescentic  or  circular  in 
shape,  covered  with  an  unhealthy  greenish-yellow  secretion,  and,  as 
a  rule,  are  painless. 

13.  The  cicatrices  caused  by  syphilis  are  at  first  pigmented,  then 
whitish,  shining,  rounded  or  radiating  and  depressed  below  the  level 
of  the  surrounding  surface — they  often  show  very  small  apertures, 
the  sites  of  pre-existing  follicles. 

14.  The  therapeutic  test  in  all  very  doubtful  cases  is  an  extremely 
valuable  one,  although  it  should  be  necessary  to  resort  to  it  only  in 
extremely  exceptional  instances.  The  amenability  of  nearly  all  the 
cutaneous  symptoms  to  well-directed  specific  treatment  often  renders 
this  test  very  conclusive.] 
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Treatment  of  Syphilides. — The  beneficial  and  often  surprising 
action  of  mercury  in  sypliilodermata  is  shown  in  an  undeniable 
manner.  The  employment  of  this  remedy,  which  may  be  adminis- 
tered in  pills  of  the  protiodide,  as  the  bichloride  in  Van  Swieten's 
solution,  in  Sedillot's  pills,  by  inunctions,  vapor  baths,  or  hypodermic 
injections  in  doses  proportioned  "to  the  extent  and  gravity  of  the 
symptoms,  is  unquestionably  indicated  by  the  clinical  evidence. 
Under  its  use,  for  example,  the  blood-red  or  copper  color  of  the  pap- 
ular eruption  becomes  lighter,  and  gradually  disappears,  as  do  also 
the  small  tumors  themselves,  leaving  behind  them  only  a  discolora- 
tion, Nothing  in  therapeutics  is  more  apparent  than  this  action.  If, 
in  an  obstinate  papular  or  pustular  syphilide,  mercury  be  given  in 
sulBcient  quantity  to  produce  mild  salivation,  the  disappearance  of  an 
eruption  which  had,  perhaps,  lasted  for  months,  is  often  brought 
about  in  a  week  or  ten  days.  No  one  denies  this  fact,  but  it  is 
asked — what  is  the  advantage  of  administering  mercury  in  the  benign 
and  self-curable  cases  of  syphilis?  In  such  cases  Diday  does  not 
employ  this  drug,  which  he  reserves  for  obstinate  and  severe  syphi- 
lides. Despr^s,  faithful  to  his  conviction  that  the  syphilitic  virus 
should  be  permitted  to  eliminate  itself  uninterruptedly  by  means  of 
the  cutaneous  eruptions,  which,  he  thinks,  should  no  more  be  inter- 
fered with  than  those  of  scarlet  fever  or  smallpox,  gives  nothing  except 
possibly  some  ferruginous  tonic. 

It  should  first  be  decided  whether  it  is  good  practice  to  treat  the 
secondary  symptoms  of  syphilis  with  mercury — not  only  as  regards 
the  immediate  results,  which  are  excellent  beyond  question,  but  also 
in  relation  to  the  tertiary  symptoms,  which  are  the  most  to  be 
dreaded ;  will  they  be  hastened  or  delayed,  will  they  be  graver  and 
more  numerous,  or  more  benign  and  rarer,  if  mercury  be  administered 
during  the  secondary  stage  ?    These  are  the  vital  questions. 

Jullien  has  endeavored  to  reply  to  them  in  a  statistical  essay^  pre- 
pared with  great  care,  and  based  upon  numerous  observations :  1,  in 
cases  mercurialized  upon  the  appearance  of  the  chancre  ;  2,  in  cases 
treated  during  the  secondary  epoch  ;  and,  3,  in  cases  treated  expect- 
antly, and  allowed  to  proceed  to  their  natural  evolution.  The  ter- 
tiary symptoms  were  the  least  severe  in  the  last  class,  and  the  most 
extensive  in  the  second. 

'  Louis  Jullien,  Reserclies  statistiques  stir  I'etiologie  cle  la  Syphilis  tertiare. 
Paris,  1874. 
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What  is  the  value  of  this  conclusion  from  statistics  ?  If  it  be  ad- 
mitted as  it  stands,  and  especially  if  Diday's  assertion,  that  the  grave 
lesions  are  more  frequent  in  individuals  put  under  the  influence  of 
mercury  upon  the  appearance  of  the  initial  lesion  be  accepted,  it  is 
evident  that  mercury  should  not  be  prescribed.  It  must  be  remem- 
bered, however,  that  Jullien  has  derived  his  statistics  from  observations 
upon  patients  Avho  were  admitted  to  the  hospital  to  be  treated  for  tertiary 
symptoms,  and  has  divided  them  into  three  series.  Even  if  we  should 
admit  the  general  rule  that  patients  who  had  been  mercurialized 
during  the  secondary  stage  developed  the  most  severe  tertiary 
lesions,  we  would  still  Avish,  before  drawing  any  conclusions,  to 
know  the  proportion  of  cases  in  which  any  tertiary  symptoms  ap- 
peared in  those  not  treated  at  all.  That  is,  -we  would  ask  if  there 
were  not  a  greater  number  of  patients  treated  duinng  the  secondary 
stage,  who  escaped  the  tertiary  period  absolutely  and  altogether, 
than  there  were  among  those  not  treated ;  or,  in  other  words,  does 
not  treatment  during  the  early  stages  usually  effectually  prevent  later 
developments  ?^ 

Jullien  has  collected  208  cases  of  tertiary  syphilis;  59  of  which 
had  been  without  treatment,  and  149  mercurialized  ;  but  it  is  unques- 
tionable that  careful  inquiry  results  in  assigning  many  more  cases  of 
tertiary  phenomena  to  the  category  of  natural  or  untreated  syphilis 
than  to  the  class  of  those  who  have  taken  mercury,  although  the  latter 
includes  the  large  majority  of  all  syphilitics.  If  it  be  considered  as 
proven  that  syphilis  after  treatment  with  mercury  only  rarely  gives 
rise  to  tertiary  symptoms,  it  undoubtedly  becomes  necessary  invari- 
ably to  give  mercury  during  the  secondary  stage,  even  at  the  risk  of 
having  exceptionally  some  graver  lesion  than  if  the  disease  had  been 
allowed  to  develop  natui-ally. 

In  the  wards  of  the  Lourcine  Hospital  we  give  mercury  in  small 
doses  during  the  light  secondary  syphilides,  a  pill  of  half  a  grain  of 
the  protiodide  or  a  teaspoonful  of  Van  Swieten's  solution  in  milk,  for 
syphilides  of  average  intensity,  and  double  that,  with  or  without 
inunctions  in  the  graver  forms,  stopping  before  salivation  is  produced. 
We  do  not  give  mercury  as  a  prophylactic,  because  we  are  not  per- 
suaded that  it  prevents  the  return  of  the  syphilides.    When  we  are 

'  In  his  excellent  Traits  pratique  des  Maladies  vfinoriennes,  Jullien  is  not  so 
positive  as  in  his  statistical  researches,  and  does  not  pretend  to  regard  his  theory 
as  iucontestably  established. 
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dealing  with  grave  precocious  syphilicles,  or  -with  tertiary  sypliilides, 
pustular  or  tubercular,  we  associate  with  the  mercury  the  iodide  of 
potassium,  or  give  the  iodide  internally  and  the  mercury  by  inunction. 

The  local  treatment  of  the  grave  syphilides  consists  in  lotions  of 
corrosive  sublimate,  and  of  the  pustular,  crustaceous  or  ulcerative 
tubercular  forms  in  dressings  of  the  mercurial  plaster  or  with  iodoform. 

[The  treatment  of  the  cutaneous  manifestations  of  syphilis  usually 
adopted  in  this  country  is  in  the  main  that  recommended  by  the 
author,  but  so  far  as  we  know,  the  majority  of  syphilographers  here 
prefer  to  administer  mercury  in  small  continuous  doses  extending 
over  eighteen  months  to  two  years.  (See  Chapter  XIV.)  The  argu- 
ments of  Jullien,  based  upon  hospital  cases  which  have  already  de- 
veloped tertiary  syphilis,  are  such  manifest  examples  of  the  post  hoc 
ergo  propter  hoc  method  of  reasoning  that  they  do  not  seem  worthy  of 
serious  refutation.  If  this  were  required,  however,  it  would  be  found 
in  a  paper  of  Fournier,^  who  has  recorded  forty-seven  cases  of  tertiary 
syphilitic  epilepsy,  of  which  forty-five  went  through  the  secondary 
stage  with  exceptionally  few  and  mild  symptoms,  i.  e.,  they  were 
cases  in  which  mercurial  treatment  was  employed  not  at  all,  or  for 
but  short  periods,  as  recommended  by  Diday^  and  Jullien.^  We  be- 
lieve that  no  recognized  authority  in  America,  at  the  present  day, 
teaches  that  the  proper  administration  of  mercury  during  the  secon- 
dary stage  increases  one  iota  the  patient's  liability  to  tertiary  symp- 
toms. On  the  contrary,  there  is  every  reason  on  both  clinical  and 
theoretical  grounds  to  feel  confident  that  such  mercurial  treatment 
vastly  diminishes  the  probability  of  subsequent  difficulty. 

The  local  treatment  of  the  syphilodermata  is  of  secondary  import- 
ance, but  should  not  be  entirely  neglected.  The  papular  and  scaly 
syphilides,  especially  those  of  the  palms  and  soles,  should  be  stimu- 
lated by  the  use  of  oleate  of  mercury,  or  ointment  of  the  nitrate  or 
red  oxide  of  mercury ;  ulcers  should  be  cleansed  carefully  and  dressed 
with  similar  ointments  or  with  iodoform  or  calomel ;  tire  scabs  of  rupia 
should  be  softened  with  oil  or  poultices;  serpiginous  or  phagedenic 
ulcers  should  be  stimulated  or  cauterized,  etc.  etc.] 

['  De  I'fipilepsie  syphilitique  tertiarie.    Lh  Progrea  Mfidical,  Dec.  18,  1875. 
'  Maladies  Vfinfiriennes  et  ciitanCes,  p.  266. 
'  Maladies  V6u6riennes,  p.  633.] 
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CHAPTER  VIIT. 

TERTIARY  LESIONS  OF  THE  MUCOUS  MEMBRANES— SYPHILIS  OF  THE 

MUSCLES, 

Tertiary  lesions  of  the  genital  raucous  membranes — Tertiary  lesions  of  the  mouth 
— Superficial  or  cortical  glossitis — Deep  glossitis — Gummata  of  the  tongue — 
Diagnosis  of  lingual  psoriasis,  smokers'  patches,  tubercular  and  epithelioma- 
tous  iilcers — Gummata  of  soft  palate,  tonsils,  and  posterior  wall  of  pharynx — 
Diagnosis  from  the  scrofulides — Muscular  syphilis — Contraction  of  the  biceps 
— Gummata  of  the  muscles  in  general,  and  particularly  of  the  heart. 

The  tertiary  lesions  of  the  mucous  membranes  are  often  the  con- 
temporaries of  the  late  cutaneous  syphilides,  and  present  numerous 
analogies  with  the  latter  in  their  location  and  their  anatomical  forma- 
tiqn. 

They  are  characterized  by  tubercular  growths  invading  the  inferior 
portion  of  the  mucous  membrane  or  extending  beyond  it,  and  by 
gummata  precisely  similar  to  those  just  described.  They  are  always 
or  nearly  always  ulcerative,  but  are  not  covered  by  crusts,  owing  to 
the  facility  with  which  the  accumulated  secretions,  purulent  and  epi- 
thelial, are  detached  from  the  surface  continually  bathed  in  mucus. 
Thus,  in  cases  where  upon  the  skin  there  would  be  a  scab,  upon  the 
mucous  membrane  there  is  found  an  ulcer  discharging  pus  more  or 
less  freely. 

Like  the  deep  syphiloderraata,  they  are  usually  limited  and  local- 
ized, for,  as  the  disease  grows  older,  its  formations,  instead  of  being 
extended  and  superficial,  select  their  favorite  locality,  and  deeply 
involve  and  destroy  its  tissues. 

The  mucous  membranes  usually  affected  by  tertiary  lesions  are 
those  of  the  genital  region  in  both  sexes,  of  the  tongue,  uvula,  soft 
palate,  isthmus  and  posterior  wall  of  pharynx,  the  tonsils,  pillars  of 
the  fauces,  and  posterior  nares. 

Teutiary  Lesions  of  the  Mucous  Membrane  of  the  Genital 
Organs. — In  the  male  these  are  seated  upon  the  glans,  the  fraenum, 
the  reflected  portion  of  the  prepuce,  and  at  the  external  meatus  ;  in 
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the  female  upon  the  labia  majora  and  minora,-the  urethral  orifice, 
the  clitoris,  the  entrance  of  the  vagina,  the  neck  of  the  uterus,  and 
the  anus. 

They  consist  of  ulcerations  due  to  tubercles  or  gummata. 

Upon  the  glans  their  progress  is  the  same  as  in  the  elementary 
lesions  of  the  skin,  and  they  often  appear  around  its  circumference  as 
small,  painless,  excavated,  suppurating  ulcers,  more  or  less  deep  and 
indurated  at  the  base.  The  patients  believe  that  they  have  con- 
tracted a  chancre,  and  if  they  have  previously  had  a  chancre,  and 
constitutional  syphilis,  which  they  will  almost  invariably  describe,  one 
may  be  led  to  believe  that  a  return  of  the  initial  lesion  or  a  case  of 
second  infection  is  under  observation.  An  interesting  fact,  and  one 
upon  which  Fournier  lays  great  stress,  is  that  this  tertiary  lesion 
frequently  occupies  the  site  of  the  original  chancre. 

It  is  difficult  to  diagnose  such  an  ulcer  from  an  indurated  chancre 
merely  by  the  local  signs,  but  the  information  communicated  by  the 
patient  will  usually  resolve  all  doubts.  It  is  also  sometimes  quite 
difficult  to  distinguish  it  from  a  soft  chancre,  but  auto-inoculation  will 
determine  this  point.  Tertiary  ulcerations  of  the  glans  appear  on  the 
average  about  five  to  eight  years  after  the  infecting  chancre. 

Gummata  of  the  glans  are  sometimes  seen  in  the  form  of  pea-  or 
bean-shaped  nodes  which  break  down  into  ulcers,  sometimes  as  dif- 
fused hard  patches  which  likewise  ulcerate. 

These  gummata  should  not  be  confounded  with  furuncles,  which, 
as  Mauriac  has  shown,  may  occupy  the  same  seat,  but  run  their 
course  much  more  rapidly.  The  orifice  of  the  urethral  canal  may 
be  involved  in  tubercular  ulceration,  and  the  skin  of  the  penis  some- 
times contains  true  gummous  tumors. 

There  is  a  lesion  of  the  cavernous  body  which  is  worthy  of  men- 
tion, and  which  may  be  either  syphilitic  or  traumatic.  This  consists 
in  the  presence  in  its  substance  of  small,  hard,  painless,  unilateral, 
fibrous  tumors,  which  may  partially  atrophy  under  the  influence  of 
iodide  of  potassium  if  they  are  due  to  syphilis ;  they  also  produce 
during  erection  a  curvation  or  bending — chordee — of  the  penis,  owing 
to  their  non-participation  in  the  general  tumefaction  of  the  erectile 
tissue. 

Tertiary  ulcerations  of  the  vulva  have  generally  a  rounded  form — 
oval  or  circular ;  they  affect  a  greater  extent  of  surface  than  the 
corresponding  condition  in  the  male,  which  accords  Avith  the  greater 
extent  of  the  vulvar  mucous  membrane  as  compared  with  that  of  the 
15 
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glans,  and  Avith  the'  more  considerable  development  of  the  mucous 
patches  of  the  vulva  compared  with  the  same  lesions  in  the  male. 
Their  usual  seat  is  in  the  fourchette  or  upon  the  labia,  •where  they 
often  assume  the  shape  of  the  segment  of  a  circle. 

The  neck  of  the  uterus  is  frequently  attacked  by  ulcerating  tuber- 
cular syphilides,  but  the  ulcers  do  not  differ  noticeably  from  other 
deep  ulcerations  occupying  the  same  region,  and  due  to  non-specific 
causes.  Limited  or  diffused  gummata  of  the  vulva,  of  the  labia 
minora,  and  of  the  clitoris  have  been  observed.  Fournier  denies  the 
existence  of  gummata  of  the  neck  of  the  uterus. 

Tertiaey  Syphilis  op  the  Mouth. — The  affinity  of  syphilis  for 
the  buccal  mucous  membrane  is  well  known.  The  tubercles  and  gum- 
mata  which  frequently  occur  there  are  of  different  aspect  according 
as  they  are  seated  upon  the  tongue  or  the  palate. 

Tertiary  glossitis  is  usually  easy  of  recognition,  owing  to  the 
facility  with  which  the  tongue  can  be  inspected  and  palpated,  as  well 
as  to  the  subjective  symptoms — the  difficulties  in  mastication  and 
articulation — which  call  early  attention  to  it.  Following  Fournier, 
who  has  published  an  excellent  monograph  upon  this  subject,  we  may 
divide  it  into  a  sclerotic  glossitis,  which  may  be  superficial,  deep,  or 
even  generalized,  and  into  a  gummous  glossitis,  which  may  also  be 
either  superficial  or  deep,  submucous  or  muscular. 

SuPEKPiciAL  OR  Cortical  Glossitis  consists  in  a  circumscribed 
oval  or  circular  thickening  of  the  submucous  cellular  tissue,  or  else 
it  is  found  in  extensive  patches. 

Tills  thickening  is  due  to  an  infiltration  of  cellular  elements  into 
the  fibrous  tissue  betAveen  the  lingual  muscles  and  their  epithelial  in- 
vestment. It  produces  a  greater  or  less  number  of  indurations  which 
may  be  easily  recognized  by  digital  palpation,  and  the  surface  of 
Avhich  is  smooth,  of  a  cherry  or  dusky-red  color,  dry,  glossy,  and 
neither  eroded  nor  ulcerated. 

Figure  51  shoAvs  a  section  of  a  preparation  of  this  variety  of  ter- 
tiary glossitis  seen  under  a  low  power.  The  papillte  do  not  form 
separate  elevations  shoAving  themselves  on  the  surface  by  a  sinuous 
line  of  epithelium.  The  epithelial  surface  is,  on  the  contrary,  uniform, 
or  is  depressed  at  the  seat  of  the  fissures.  Below  this  layer  the 
papillae,  h,  are  fcAv,  isolated,  and  nearly  normal,  the  only  observable 
anatomical  modification  being  the  absence  of  the  epithelial  element 
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of  the  filiform  papilliie  which  should  exist  upon  the  dorsum  of  the 
tongue.  It  is  to  this  circumstance  that  we  find  the  explanation  of 
the  smoothness  of  the  surface  of  the  tongue,  which  is  not  due  to  the 
destruction  of  the  papillae,  as  claimed  by  Fournier,  since  the  papillary 


Section  of  a  tertiary  sypliilide  of  tlie  tongue,  a.  Epithelial  covering,  h.  Papillie  of  the 
tongue,  c.  Deep  furrow,  e.  Thickened  connective  tissue,  v.  Vessel,  m,  m.  Fasciculi  of 
muscular  fibres  of  the  tongue.    X  10. 

fibrous  tissue  has  undergone  no  change  ;  but  it  results  from  a  detach- 
ment of  the  corneous  layer  of  the  epithelium,  particularly  on  the  sui'- 
face  of  the  filiform  papillae,  leaving  the  remainder  of  the  epithelial 
covering  remarkably  smooth.  The  papillce  buried  beneath  this  layer 
are  not  defined  upon  the  surface  by  corresponding  elevations.  The 
connective  tissue  between  the  epithelium  and  the  muscle,  m,  is  much 
thickened  by  infiltration  with  small  cells,  as  occurs  in  all  chronic  in- 
flammations of  this  sort.  The  numerous  vessels  traversing  the  con- 
nective  tissue  are  not  notably  afiected.  This  superficial  glossitis 
comes  on  with  slowness,  and  often  persists  for  years. 

Deep  Glossitis  (lobular  glossitis,  lingual  cirrhosis)  attacks  the 
muscular  as  well  as  the  mucous  layers  of  the  tongue,  and  causes  a 
greater  or  less  swelling  of  the  entire  organ,  Avhich  not  only  thickens 
it  from  below  upwards,  but  enlarges  it  in  its  transverse  diameter,  and 
causes  a  rough,  lobular,  or  mammillated  condition  of  its  surface.  The 
lobules  are  separated  from  one  another  by  depressions  or  fissures  from 
one  to  three  millimetres  in  depth,  and  arc  distributed  with  more  or 
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less  regularity,  usually  over  the  median  portion  of  the  tongue.  They 
may,  however,  occupy  its  border.  The  mucous  membrane  is  always 
smooth,  even,  and  of  a  deep  red  hue.^ 

These  two  forms  of  glossitis,  the  deep  and  the  superficial,  may  be 
accompanied  by  erosions,  or  even  actual  ulceration,  of  mechanical 
origin,  due  to  the  irritation  of  tobacco-smoke,  or  to  the  presence  of 
decomposing  alimentary  particles  in  the  fissures.  The  erosions  are 
bright-red  in  color,  and  do  not  present  the  deeper  hues,  the  extensive 
loss  of  substance  or  the  sloughing  base  characteristic  of  syphilides. 
Gummata  may,  however,  at  any  time  supervene  as  an  advanced  stage 
or  a  complication  of  the  condition. 

Most  frequently  the  deep  glossitis  and  the  lobular  condition  of  the 
tongue  are  found  in  the  region  of  the  lingual  V  (the  circumvallate 
papillfe). 

When  this  sclerotic  glossitis  is  not  complicated  with  gummata  there 
is  no  deep  ulceration,  but  simply  erosion  due  to  accidental  irritation. 
Fournier  lays  stress  upon  the  deep-red  color  and  the  smooth,  even 
surface  of  the  mucous  membrane.  The  analogy  between  this  lesion 
and  that  found  to  exist  in  superficial  glossitis  leads  to  the  belief  that 
the  filiform  papillae  are  simply  deprived  of  their  superficial  corneous 
epithelium,  and  that  the  enlarged  papillae,  which  are  thickened  by  the 
presence  of  newly-formed  cells,  are  bui'ied  beneath  the  general  epi- 
thelial layer. 

Fournier  has  recorded  a  case  of  widely  spread  sclerotic  glossitis, 
in  which  the  whole  tongue  was  measurably  hypertrophied.  This 

['  Dr.  Ch.  Mauriac  has  published  an  interesting  account  of  this  affection  (see 
review  in  Le  Progris  Medical,  1877,  No.  45,  p.  853),  which  is  rather  rare,  and 
not  very  well  known.  It  is  in  character  similar  to  syphilitic  sarcocele,  and 
consists  of  a  sclerotic  inflammation  of  the  fibrous  partitions  separating  the  delicate 
muscular  fasciculi  of  the  organ.  The  affection  begins  always  on  the  dorsal  sur- 
face, at  first  being  superficial,  and  then  invading  the  deeper  tissues.  It  is  more 
frequently  met  in  men  than  in  women,  and  perhaps  has  some  connection  with  the 
use  of  alcohol  and  tobacco.  There  appears  to  be  a  hypertrophic  and  an  atrophic 
period.  In  the  former  the  enlarged,  hard,  and  painful  tongue  presents  on  the 
dorsal  aspect  hollow  furrows  filled  with  macerated  epithelium.  There  are  noticed 
large  papilloe,  and  often  ulcerations,  at  the  points  where  the  tongue  touches  the 
teeth,  or  in  the  bottom  of  the  above-mentioned  furrows.  The  second  stage  is  that 
of  retraction  of  the  new  tissue,  and  then  there  occurs  a  deep  antero-posterior  fis- 
sure, with  several  irregular  fissures.  Finally,  as  atrophy  progresses  the  organ 
becomes  smooth  and  shining,  is  divided  into  little  lobules,  and  gives  the  sensation 
of  a  tongue  made  of  wood.  Specific  treatment  is  seemingly  of  some  service  in  the 
early  stages,  but  is  entirely  useless  when  the  disease  is  advanced.] 
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hypertrophy  of  the  fibro-muscular  tissue  being  separated  into  two 
equal  parts  upon  the  dorsum  by  the  much  depressed  median  longi- 
tudinal fissure. 

[Parrot  has  called  attention^  to  a  syphilitic  aft'ection  of  the  tongue, 
usually  hei'editary,  which  he  calls  "  desquamative,"  and  which  begins 
at  the  tip  of  the  organ  or  along  its  edges  as  a  small,  whitish,  rounded 
patch  about  an  eighth  of  an  inch  in  diameter,  and  covered  with  thick- 
ened epithelium.  Soon  afterwards,  the  epithelium  is  shed  in  the  cen- 
tre of  the  patch,  and  it  then  appears  as  a  whitish  ring  surrounding  a 
red  spot.  Many  of  these  circles  then  appear  and  by  coalescence  form 
irregularly  curved  lines,  the  concavity  of  which  is  generally  directed 
forward. 

A  portion  of  the  tongue  is  usually  left  unaffected,  but  before  one 
patch  has  disappeared  another  begins,  so  that  the  disease  may  last 
for  long  periods. 

The  diagnosis  is  made  upon  the  following  considerations :  The 
disease  is  essentially  one  of  childhood ;  it  occurs  from  one  to  ten 
years  of  age,  the  period  when  congenital  syphilis  is  most  active  ;  it  is 
associated  with  other  specific  symptoms  (the  writer  found  them  in 
28  out  of  31  cases)  ;  it  has  many  points  of  resemblance  to  cutaneous 
syphilis,  as  it  appears  in  patches,  with  concentric  edges,  desquamates, 
returns  in  successive  crops,  etc. 

In  scarlatina,  the  tongue  is  rapidly  and  entirely  denuded  of  epi- 
thelium, and  is  of  an  intense  red  ;  in  thrush  the  desquamation  does 
not  take  place  in  zones,  and  the  microscope  reveals  the  spores  of  the 
parasite  ;  aphthae  do  not  usually  extend  beyond  their  first  limits. 
Psoriasis,  mucous  patches,  etc.,  are  rarely  or  never  found  on  the 
tongues  of  young  children. 

Parrot  thinks  the  tongue  is  the  seat  of  this  disease  instead  of  other 
portions  of  the  buccal  cavity  on  account  of  its  ricli  blood-supply  and 
physiological  activity,  "conditions  which  favor  diathetic  manifesta- 
tions." 

Martin,  who  examined  microscopic  sections  of  three  tongues, 
found  swollen  and  thickened  epithelium  ;  the  cells  of  the  Malpighian 
layer  undergoing  active  proliferation,  the  papilliB  and  adjacent  por- 
tions of  the  derm  filled  with  lymph  corpuscles,  lie  believes  the 
corium  to  be  the  tissue  primarily  affected,  and  thinks  the  symptoms 
which  have,  been  described  are  consecutive. 

The  treatment  should  be  systemic,  and  is  very  efficacious.] 


[»  Le  Progr^s  Mddical,  No.  11,  1881.] 
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GuMMATA  OP  THE  ToNGUE  are  sometimes  mucous,  sometimes  sub- 
mucous, or  muscular  in  their  origin. 

The  mucous  gumraata  are  of  the  size  of  a  pea  or  a  cherry-stone, 
single  or  multiple,  and  often  in  groups.  They  begin  as  small,  hard 
tumors  beneath  the  epithelium,  and  their  softening,  their  discharge 
through  a  small  aperture,  their  excavated  appearance  and  character- 
istic base  do  not  differ  from  those  of  other  gummata  ;  this  is  also  true 
of  their  duration  and  of  their  mode  of  healing. 

The  deep  or  muscular  gummata  are  larger ;  they  are  seated  in  the 
lingual  muscle,  extending  often  into  the  submucous  connective  tissue, 
and  may  occupy  either  the  lateral  or  median  aspects  of  the  tongue, 
or  may  affect  its  tip,  its  base,  or  its  edges.  They  reach  the  size  of  a 
hazel-nut,  and  are  either  single  or  in  groups  of  from  two  to  six,  or  even 
more.  They  open  by  what  is  at  first  a  very  narrow,  scarcely  visible 
channel,  which  enlarges  or  extends  in  the  direction  of  the  muscular 
fibres  ;  the  gumma  ulcerates  in  the  same  manner  as  when  situated 
beneath  the  skin.  Naturally  the  tongue  is  tumefied  in  proportion  to 
the  size  of  the  gummata,  and  of  their  tendency  to  confluence.  Four- 
nier  has  recorded  in  his  Memoires  three  gummata  seated  upon  the 
tongue  of  a  patient  of  Horteloup,  and  each  of  which  was  the  size  of 
an  almond  with  its  long  diameter  directed  longitudinally. 

In  those  rare  instances  in  which  the  gummata  are  extremely  volu- 
minous and  confluent,  there  is  prolapsus  of  the  tongue,  dribbling  of 
saliva,  impossibility  of  mastication,  etc.  Cloquet  cites  a  case,  believed 
at  first  by  several  physicians  to  be  one  of  cancer,  in  which  the  tongue 
protruded  from  the  mouth,  and  hung  three  inches  below  the  chin. 
Under  mercurial  treatment  a  complete  cure  resulted  in  a  little  more 
than  two  years. 

Another  rare  form  results  in  serpiginous  ulceration  of  the  tongue. 

The  duration  of  these  conditions  when  abandoned  to  themselves  is 
indefinite  ;  but  when  treated  by  mercury  and  iodide  of  potassium,  or 
by  the  latter  alone,  they  often  disappear  with  surprising  rapidity, 
though  relapses  may  occur  in  after  years. 

In  all  of  these  affections  of  the  tongue  it  is  rare  to  find  enlarged 
cervical  or  submaxillary  lymphatic  glands,  which  have  resulted  from 
the  lingual  lesions,  and  the  same  is  true  of  gummata  or  of  deep  ulce- 
ration of  the  pharynx. 

The  differential  diagnosis  of  syphilitic  diseases  of  the  tongue  is  one 
of  some  importance,  especially  in  regard  to  non-syphilitic  affections 
which  simulate  them.    It  would  not  be  a  matter  of  great  moment  if 
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a  superficial  sclerotic  glossitis  were  mistaken  for  a  case  of  chronic 
mucous  patches.  The  latter,  as  previously  mentioned,  are  variable  in 
appearance.  At  fi.i-st  superficial,  seated  possibly  on  the  edges  of  the 
tongue,  where  they  are  opaline,  and  often  slightly  ulcerated,  or  per- 
haps on  the  dorsum,  where  they  are  large  and  smooth,  they  may,  par- 
ticularly in  smokers,  be  prolonged  for  months  or  years,  and  show 
decided  induration  of  the  base.  In  such  cases  there  is  but  little  real 
ditt'erence  between  these  and  a  sclerotic  glossitis. 

Other  lesions,  however,  it  is  much  more  important  to  recognize. 

a.  Psoriasis  of  the  tongue  closely  resembles  raucous  patches  and 
supei'ficial  glossitis,  both  in  its  pathological  anatomy  and  in  the  lesions 
produced  in  the  dermo-papillary  layer,  as  it  causes  a  chronic  inflam- 
mation with  thickening  of  the  mucous  corium. 

This  thickening,  however,  is  less  marked  and  less  indurated,  and 
the  modifications  of  the  epithelium  which  is  shed  are  very  distinctive. 
The  surface  of  the  mucous  membrane  in  psoriasis  is  neither  smooth 
nor  red,  but  is  covered  with  thick  layers  of  epithelial  cells  which 
form  a  whitish  glazing.  This  coating  of  desquamated  epithelium 
infiltrated  with  fluid  assumes  irregular  forms,  and  often  extends  over 
a  large  portion  of  the  dorsum  of  the  tongue. 

The  name  of  psoriasis  given  to  this  disease  in  France,  would  lead 
to  error  if  it  caused  the  belief  that  its  external  appearance  at  all  re- 
sembled that  of  cutaneous  psoriasis.  This  latter  affection  is  a  pro- 
tracted, and  in  certain  cases  almost  incurable  disease.  It  may  be 
only  the  first  stage  of  epithelioma,  and  result  in  that  ulcerating  cancer 
of  the  tongue  which  is  so  rapidly  fatal  ;  or  it  may  develop  into 
patches  of  superficial  epithelioma,  such  as  Trelat  has  removed  with  ap- 
parent success. 

In  any  case  an  examination  of  the  layers  of  desquamated  epithe- 
lium in  psoriasis  will  render  the  diagnosis  certain. 

h.  The  opaline  patches  of  tobacco-smokers,  very  superficial  lesions 
without  induration  of  the  mucous  corium,  are  more  likely  to  be  con- 
founded with  mucous  patches  than  with  tertiary  glossitis.  They 
generally  consist  of  grayish,  non-ulcerated  spots,  upon  the  internal 
surface  of  the  cheeks  or  upon  the  mucous  membrane  at  the  corners  of 
the  mouth  where  the  point  of  the  cigar  acts  as  an  irritant.  This 
superficial  stomatitis  is  always  aggravated  by  a  bad  condition  of  the 
teeth,  it  not  being  at  all  rare  to  see  chronic  inflammation  of  the  side 
of  the  tongue  where  it  comes  in  contact  with  the  irregular  edges  of 
carious  teeth. 
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e.  It  should  not  be  forgotten  that  even  a  normal  tongue  in  persons 
who  do  not  smoke  sometimes  presents  deep  fissures,  irregularly 
divided  clefts,  and  elongated  papillas,  and  these  appearances  are  ex- 
aggerated by  the  slightest  inflammation. 

d.  Any  superficial  glossitis,  no  matter  from  what  cause,  occasions 
papillary  hypertrophy,  and  an  enlargement  of  the  region  situated 
between  the  depressions,  that  is,  it  gives  rise  to  the  formation  of 
small  nipple-like  elevations,  separated  by  well-marked  clefts. 

Gummata  of  the  tongue  may  be  mistaken  only  for  tubercular  ulcers 
or  for  epitheliomata. 

e.  Tubercular  ulcers  are  of  greater  or  less  depth,  their  edges  are 
often  excavated,  and  their  bases  are  usually  irregular  and  of  grayish 
color.  It  would  be  difficult,  if  not  impossible,  to  make  a  diagnosis 
from  the  character  of  the  ulcer  alone.  The  sides  and  edges  of  ulce- 
rating tubercles  often  show,  however,  a  few  small  yellow  points  with 
opaque  centres  which  are  tubercular  granulations  undergoing  caseous 
degeneration.  These  latter  are  finally  thrown  off"  by  ulceration,  and 
Trelat  has  very  properly  dwelt  upon  their  clinical  characteristics,  as 
they  are  never  seen  in  syphilis.  In  other  cases,  the  tubercular 
ulcers  present  vegetations  or  exuberant  granulations  with  their  usual 
appearances. 

The  evolution  of  tubercles  of  the  tongue  is  entirely  different  from 
that  of  gummata.  The  gumma  begins  as  a  single  mass,  submucous  or 
muscular  in  situation,  opening  after  a  time  by  a  narrow  contracted 
passage,  ulcerating,  and  discharging  like  a  furuncle,  and  having  a 
sloughing  base.  The  tubercles,  on  the  contrary,  begin  on  the  surface 
of  the  raucous  membrane,  as  small  prominent  opaque  nodules.  By 
the  union  of  many  of  these,  a  large  irregular  ulcer  is  formed,  slower 
in  its  destructive  evolution  than  a  gumma.  As  it  extends  in  depth, 
there  are  successive  eruptions  of  tubercles,  too  minute  to  be  detected 
with  the  naked  eye,  and  situated  between  the  muscular  fibres.  The 
ulcer  has  jagged  edges,  and  usually  suppurates  less  than  the  gumma. 
In  cases  of  doubt,  the  chest  should  be  carefully  examined,  as  pulmo- 
nary tuberculosis  almost  always  exists  at  the  same  time. 

/.  Lingual  epithelioma  may  always  be  detected  by  microscopic  ex- 
amination of  the  fragments  of  tissue  or  of  the  grumous  liquid  result- 
ing from  the  cancerous  ulceration,  large  pavement  cells  and  epidermic 
nests  being  always  found.  In  addition,  the  epithelioma  never  becomes 
stationary  or  recedes,  that  of  the  tongue  being  especially  grave  and 
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rapid,  often  running  its  course  and  terminating  in  death  in  a  year  or 
eighteen  months. 

[The  diagnosis  between  ulcerating  epithelioma  of  the  tongue  and 
ulcerating  gumma  of  the  tongue  has  been  tabulated  by  Fournier  as 
follows : — 


Epithelioma. 

Chiefly  affects  persons  between  50  and 
70  years  of  age. 

Often  a  history  of  cancer  in  near  rela- 
tives or  ancestors. 

No  history  of  sypliilis. 

The  appearance  wliich  has  jnst  been 
described  as  "lingual  psoriasis" 
usually  precedes  the  cancerous  dis- 
ease. 

Is  generally  single  and  confined  to  one 
side. 

Is  sometimes  found  on  the  under  surface 
of  the  tongue. 

Begins  as  a  hard  swelling  upon  the  sur- 
face of  the  organ  and  ulcerates  rapidly 
and  superficially,  i.e.,  it  is  a  tumor 
with  ulceration. 

No  cavity  resembling  that  of  an  abscess. 

Surface  bleeds  when  touched,  or  spon- 
taneously. 

Edges  turned  outwards,  with  the  border 
elevated,  irregular. 

Secretion  profuse,  offensive,  irritating. 

Lancinating  pain  often  darting  towards 
the  ear  (said  by  Anger  to  be  pathog- 
nomonic). 

Great  disturbance  of  deglutition,  masti- 
cation, speech,  etc. 

General  cachexia  supervenes.,  f 

Microscopic  examination  show^  the  cha- 
racteristic ingrowing  of  the  inter- 
papillary  epitholi  urn,  the  large  squam- 
ous C(!lls,  pearly  bodies,  and  other  his- 
tological peculiarities  of  epithelioma. 

Submaxillary  glands  affected. 

Specific  treatment  useless  or  haVraful. 


Gumma. 

Is  apt  to  occur  at  an  earlier  period  of 
life. 

No  such  history  as  a  rule. 

Such  history  almost  always  obtainable. 
Nothing  which  resembles  this  has  been 
seen. 


May  be  multiple  and  bilateral. 

Never  seen  except  upon  the  dorsum  or 
side  of  the  tongue. 

Begins  as  a  nodule  beneath  the  surface, 
and  then  opens  like  a  furuncle,  leav- 
ing a  hollow  deep  ulcer. 

An  excavation  like  an  abscess  cavity. 

Ulcer  covered  by  an  irregular  slough 
which  does  not  bleed. 

Edges  abrupt,  perpendicular,  "  punched 
out,"  sharply  defined. 

Secretion  moderate,  not  so  apt  to  be  of- 
fensive. 

Painless  or  nearly  so. 

Tongue  much  more  mobile  ;  functional 

troubles  not  so  marked. 
No  cachexia. 

The  microscope  shows  an  infiltration  of 
the  part  by  embryonal  cells  in  various 
stages  of  granular  degeneration. 

Glands  not  involved. 
Specific  treatment  curative.] 


GuMMATA  OF  THE  SoFT  Palate,  or  of  the  palatine  arch,  have  a 
special  physiognomy,  and  usually  result  in  a  perforation  of  the  pala- 
tine bones,  causing  a  communication  between  the  oral  and  nasal  cavi- 
ties.   These  guramata  are  slow  and  insidious  in  their  onset.  The 
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patient  experiences  no  pain  or  discomfort,  and  rarely  at  this  period 
consults  a  physician.  If  the  parts  be  then  examined,  the  soft  palate 
is  seen  red,  thickened,  and  either  nodular  in  its  entirety  or  at  one 
point.    The  induration  and  thickening  may  be  felt  with  the  finger. 

If  the  patient  be  asked  to  utter  sounds  requiring  for  their  pro- 
duction the  assistance  of  the  soft  palate — ah,  for  example — whilst 
the  throat  is  being  examined,  it  will  be  seen  that  the  palate  is  ele- 
vated incompletely  or  not  at  all.  The  muscular  membranous  fold 
is  in  fact  rendered  almost  completely  immovable  by  an  infiltration 
involving  not  only  the  mucous  membrane,  but  also  the  muscle  itself. 
Indeed,  it  is  not  to  be  supposed  that  a  gumma  of  about  one  centimetre 
in  diameter,  and  rounded  in  shape,  should  affect  only  the  mucous  mem- 
brane, and  not  the  muscles  in  a  membrane  so  thin  as  the  soft  palate. 
This  general  implication  of  the  palatal  tissues  always  takes  place, 
and  often  to  such  an  extent  that  the  anterior  or  oral  layer  of  raucous 
membrane,  and  the  posterior  layer,  or  that  continuous  with  the  nasal 
passages,  are  affected  at  the  same  time. 

This  immobility  of  the  palate  is  a  valuable  symptom,  and  taken  in 
conjunction  with  the  induration,  the  thickening,  and  the  pi'ominence 
often  presented  by  the  gumma  itself,  permits  of  an  early  diagnosis, 
which  it  is  especially  important  to  make  as  soon  as  possible,  in  order 
to  avoid  perforation.  If  the  patient  be  left  without  treatment,  the 
gumma  ulcerates  and  discharges,  and  if  it  be  of  the  kind  above 
mentioned,  involving  both  the  anterior  and  posterior  mucous  surface, 
complete  perforation  of  the  palate  will  follow  with  great  rapidity, 
often  taking  place  in  a  single  day  or  night.  As  a  result  of  the  per- 
foration, a  number  of  worse  symptoms  appear — difficulty  in  respira- 
tion, nasal  utterance,  alteration  in  speech,  return  of  liquids  and  of 
solid  food  through  the  nose  during  efforts  at  deglutition,  etc.  When 
the  lesion  is  seated  in  the  palatine  arch,  the  opening  of  the  gumma  is 
not  at  once  followed  by  all  these  symptoms,  on  account  of  the  resist- 
ance of  the  bony  plate.  This  latter  is,  however,  thin,  and  is  soon 
affected  by  an  osteo-periostitis,  which  is  set  up,  and  although  perfora- 
tion occurs  later,  the  communication  which  is  finally  opened  between 
the  mouth  and  the  nose  is  no  less  grave,  as  it  is  almost  always  irre- 
mediable. 

A  gumma  of  the  soft  palate  does  not  invariably  give  rise  to  perfora- 
tion, especially  if  mixed  treatment  be  at  once  commenced.  It  may 
affect  only  the  anterior  or  posterior  part  of  the  palate ;  and  then  it  will 
cicatrize  after  a  time  without'  noticeably  interfering  with  the  func- 
tions of  the  palate.    There  may  even  be  a  small  but  complete  per- 
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foration  at  the  moment  of  the  evacaution  of  the  gumma,  -wbich  Avill 
entirely  heal.  Wc  may  cite  in  illustration  the  case  of  one  of  our  old 
patients  who  returns  to  the  hospital  from  time  to  time,  and  who  a 
year  or  so  ago  had  gumma  of  the  left  side  of  the  soft  palate,  near  the 
uvula.  After  the  evacuation  of  the  gumma,  a  grooved  director  could 
be  passed  through  a  minute  opening  in  the  palate.  This  is  now  closed  ; 
there  still  remains,  however,  a  slight  loss  of  substance,  an  inflamed 
infundibular  depression  at  the  site  of  the  gumma,  but  no  true  per- 
foration. A  complete  perforation,  if  it  be  very  small,  is  not  always 
followed  by  persistent  symptoms,  nor  does  it  interfere  with  deglutition  ; 
patients  accustoming  themselves  to  swallow  in  such  a  manner  that 
the  alimentary  bolus  passes  the  isthmus  of  the  fauces  without  retui'n- 
ing  by  the  nose.  In  the  greatest  number  of  cases  the  perforation, 
and  the  damage  occasioned  by  gummata  of  the  soft  palate,  and  the 
palatine  arch,  occasion  incurable  functional  disorders,  snufiling,  dys- 
phagia, etc.,  and  necessitate  the  use  of  the  obturators  and  prothetic 
apparatus. 

The  uvula  may  be  destroyed  by  a  gumma  or  by  deep  tertiary  ulcei-- 
ations,  or  the  palate  may  be  torn  in  two  by  muscular  contraction, 
after  there  has  been  considerable  loss  of  substance,  producing  what 
Fournier  calls  the  palatal  curtains.  Gummata  of  the  palatine  arch 
are  yet  more  formidable  on  account  of  their  accompanying  osseous 
lesions,  the  loss  of  fragments  of  the  superior  maxillary,  the  sphe- 
noid, the  turbinate,  the  nasal  bones,  etc.,  for  tertiary  syphilis  of  the 
palate  may  extend  to  a  more  or  less  considerable  poi'tion  of  the  neigh- 
boring tissues. 

The  falling  in  of  the  bony  septum  of  the  nose  causes  those  hideous 
depressions  of  that  organ  so  common  in  a  more  or  less  pronounced 
degree  in  tertiary  syphilis.  The  grave  forms  of  these  syphilitic 
lesions  of  the  nasal  fossae,  and  the  palate,  the  loss  of  substance,  the 
osteitis  and  necrosis  of  the  bones  of  the  face,  the  continual  suppura- 
tion, the  relapse  or  the  spreading  of  syphilitic  gummata  and  ulcers, 
the  immense  perforation,  opening  communication  between  the  nose 
and  mouth,  and  their  train  of  anatomical  and  functional  consequences, 
are  without  doubt  the  most  disgusting  as  well  as  the  most  tedious 
results  of  syphilis.^ 

['  In  the  Vierteljahrachrift  filr  Der  Dermntolofiia  unci  Syphilin,  Band  iv.  Ilcsft  1  and 
2,  Schuster  and  Siingor  recoinmond  the  use  of  the  scraping  spoon  for  the  removal 
of  syphilitic  growths  of  the  nasal  cavity,  to  prevent  falling  in,  and  to  arrest  the 
disease  process.    Even  perforation  of  the  palate  by  scraping  is  at  times  the  lesser 
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The  syphilitic  lesions  of  the  palate  may  {j^enerally  be  diagnosed 
with  facility,  particularly  if  it  has  been  possible  to  observe  their  evo- 
lution. For  instance,  there  will  be  no  room  for  doubt,  if  the  early 
period  and  the  period  of  softening  of  a  palatal  gumma  have  been  wit- 
nessed. But  it  is  not  so  easy  Avhen  patients  present  themselves  for 
the  first  time  with  extensive  destruction  of  the  mucous  surfaces,  or 
with  oro-nasal  fistulse.  Lupus,  which  may  be  readily  distinguished 
at  its  commencement,  or  when  one  of  its  characteristic  forms  exists 
upon  the  face,  may  attack  and  perforate  the  palate,  and  may  in  this 
region  be  undistinguishable  from  syphilis.  Th.  Williams  has  described 
a  perforating  ulcer  with  all  the  characteristics  of  a  gummous  ulcer, 
but  it  seems  highly  probable  that  his  cases  were  really  of  a  syphilitic 
nature,  and  that  his  observations  were  upon  persons  who  either  wil- 
fully denied  having  had  syphilis,  or  who  were  not  aware  that  they 
had  it,  or  else  were  young  subjects  with  late  manifestations  of  here- 
ditary syphilis. 

In  making  the  diagnosis  it  is  also  necessary  to  remember  that  the 
soft  palate  is  occasionally  though  rarely  attacked  with  tuberculosis. 
I  have  examined  one  case  observed  by  Bernutz  ;  Hanot  has  published 
the  histological  examination  of  an  analogous  case  contributed  by  Isara- 
bert.  Spiellmann  has  collected  and  analyzed  in  his  thesis  all  the 
cases  of  this  affection  published  in  France  or  elsewhere.  The  patho- 
logical history  of  tuberculosis  of  the  palate  is  not  yet  sufficiently 
investigated  to  furnish  the  material  for  an  exact  diagnosis. 

of  two  evils.  Artificial  illumination  should  be  used.  Patliologically  the  condi- 
tions vary.  There  may  be — 1,  simple  syphilitic  infiltration,  the  mucous  mem- 
brane not  hypertrophied,  with  or  without  alteration  of  the  glands,  capillaries,  or 
epithelium  ;  2,  the  same,  with  hypertrophy  of  the  mucous  membrane  and  constric- 
tion of  the  dilated  capillaries,  by  means  of  cell-growth  ;  3,  more  severe  infiltration 
of  the  mucous  membrane,  passing  into  syphiloma  ;  4,  syphilomata  of  the  mucous 
membrane  or  condylomata.  The  subjacent  bones  and  cartilages  may  show  either 
necrosis  with  exfoliation,  destructive  inflammation,  without  loss  of  the  mucous 
membrane,  or  plastic  osteitis,  with  the  production  of  spindle-cells  and  connective 
tissue,  passing  into  bony  formations. 

The  practical  points  are  these  :  1.  Ulceration  of  the  mucous  membrane  which 
has  been  held  by  writers  to  be  the  sole  cause  of  ulceration  of  the  bone  and  cartil- 
age of  the  nose,  is  not  invariably  present.  That  membrane  may  remain  unin- 
jured while  the  subjacent  tissues  undergo  elianges  like  those  of  the  tibia  or 
frontal  bone.  2.  A  healthy  mucous  membrane  may  be  caused  to  ulcerate  by 
mechanical  interference,  and  then  this  ulceration  may  extend  to  the  bones,  or  the 
disease  in  subjacent  bones  pass  over  to  the  injured  membrane.] 
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Tertiaky  Syphilis  of  the  Tonsils  and  op  the  Posterior  Wall 
OF  the  Pharynx. — These  parts  are  sometimes  attacked  by  tuberculo- 
ulcerous  and  gummous  syplulides,  which,  under  these  circumstances, 
do  not  differ  from  the  same  lesions  in  other  situations.  The  posterior 
orifices  of  the  nasal  fossre,  the  posterior  wall  of  the  palate,  the  cir- 
cumference of  the  Eustachian  tube,  which  are  even  more  frequently 
affected  than  the  tonsils  or  the  pharynx  itself,  should  be  examined 
with  a  rhinoscope  whenever  there  is  a  suspicion  of  syphilis  in  chronic 
throat  troubles.  Fournier,  in  order  to  examine  the  posterior  surface 
of  the  velum,  seizes  it  with  the  fingers  and  simply  elevates  it,  but  to 
inspect  it  properly  it  is  often  necessary  to  employ  a  mirror. 

The  posterior  wall  of  the  pharynx,  although  not  a  frequent  or  favo- 
rite seat  of  syphilitic  manifestations,  may  be  attacked  by  gummous 
neoplasms  developed  between  the  basilar  process  and  the  mucous 
membrane,  and  which  attain  a  considerable  volume.  Of  this  charac- 
ter was  an  enormous  tumor  which  was  taken  at  first  for  cancei', 
operated  upon  by  Blandin,  and  then  returning  was  believed  to  be 
incurable.  The  patient  was  sent  in  this  condition  to  Bicetre,  where 
Maisonneuve,  by  means  of  iodide  of  potassium,  effected  a  complete 
cure. 

The  loss  of  substance,  and  the  vegetating  ulceration  which  follows 
are  very  considerable,  and  often  extend  to  the  upper  part  of  the 
pharynx.  Under  these  circumstances  adhesion  may  take  place  be- 
tween the  granulating  surface  of  the  pharyngeal  wall,  and  the 
posterior  face  of  the  palate  which  approach  each  other  during  inspi- 
ration. The  pharynx  is  then  divided  into  two  cavities,  the  superior 
communicating  with  the  nasal  fossae,  and  situated  above  the  raised 
and  adherent  velum,  the  inferior  lying  beneath  it  and  opening  into 
the  mouth.  If  the  velum  has  not  undergone  perforation,  respiration 
can  take  place  only  through  the  mouth.  Almost  all  such  cases  are 
due  to  syphilis.  Julius  Paul,  of  Breslau,  has  collated  30  instances 
of  adhesion  of  the  velum  to  the  pharynx,  in  26  of  which  the  patients 
were  syphilitic. 

In  almost  all  these  grave  cases  of  tertiary  syphilis,  the  bones  are 
altered  by  osteitis  and  necrosis,  and  sequestra  are  formed  which  must 
be  thrown  off".  These  are  derived  not  only  from  the  facial  bones  and 
those  which  make  the  septa  of  the  nose,  but  also  from  the  basilar 
process  of  the  occipital,  and  from  the  inferior  maxillary.  Gummous 
osteitis,  developed  under  such  circumstances,  may  likewise,  through 
the  medium  of  the  ethmoid,  the  sphenoid,  and  the  basilar  process, 
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reach  the  interior  surface  of  the  cranium.  These  cases  of  syphilis  of 
the  pharynx  should  be  diagnosed  from  scrofulous  affections  of  the 
mucous  membrane. 

Direct  examination  of  the  lesion  does  not  always  furnish  sufficient 
information,  and  to  obtain  the  necessary  data,  the  information  derived 
from  the  history  of  the  patient,  and  from  the  evolution  of  the  disease 
must  also  be  considered. 

The  seat  of  the  disease  is  an  important  diagnostic  point :  it  has 
been  shown  that  the  tongue  and  the  velum  were  attacked  almost 
exclusively  by  syphilis,  and  rarely  by  scrofula.  This  is  not  true  of 
the  tonsils,  and  pharyngeal  wall,  which  are  said  to  be  frequently 
invaded  by  deep  scrofulides. 

It  is  necessary,  however,  in  this  connection,  to  make  a  very  com- 
prehensive reservation.  The  scrofulides  of  mucous  membranes,  and 
particularly  those  of  the  pharynx,  have  thus  far  been  bvit  little 
studied  from  an  anatomico-pathological  point  of  view.  If  the  observa- 
tions upon  pharyngeal  scrofula  made  at  autopsies,  and  with  the  micro- 
scope during  recent  years,  be  carefully  examined,  as  Spiellmann  has 
done,  it  will  be  seen  that  they  almost  uniformly  disclose  an  undoubted 
tuberculosis  of  the  mucous  membrane. 

In  the  examples  published  by  Friedlander,  0.  Weber,  Hanot, 
Letulle,  etc.,  and  in  those  which  I  have  myself  observed,  there  were 
found  giant  cells,  tubercular  nodules,  or  a  tuberculous  infiltration  of 
the  mucous  membrane  or  granulo-fatty  degeneration  of  the  cell  ele- 
ments, etc.  In  the  thesis  of  Looten,  entitled  Scrofulides  of  the 
Mucous  Membrane,  which  is  in  some  respects  incomplete,  all  the 
lesions  accepted  as  tubercular  by  this  author,  intestinal  tuberculo- 
sis, for  example,  are  included  under  the  general  head  of  scrofulides; 
he  might  with  just  as  much  reason  reverse  the  proposition,  and  regard 
all  scrofulous  lesions  as  appertaining  to  and  depending  upon  tuberculo- 
sis, but  we  prefer  to  wait  until  pathological  anatomy  and  histology 
have  been  able  to  determine  the  exact  nature  of  these  changes. 
There  can  be  little  doubt  that  careful  study  will  greatly  enlarge  the 
domain  of  tubei'culosis  by  assigning  to  it  as  a  causative  agency  many 
throat  aflFections,  and  numerous  alterations  in  the  tonsils  and  posterior 
pharyngeal  wall,  and  that  almost  nothing  definite  of  what  has  been 
known  as  malignant  scrofulosis  will  remain,  lupus  and  the  present 
scrofulide  of  the  mucous  membrane  both  being  regarded  as  tubercular 
manifestations. 

This  work,  however,  is  yet  to  be  done,  but  we  feel  sure  that  it  will 
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develop  special  indications  Avliich  will  enable  us  to  distinguish  be- 
tween syphilitic  and  and  tubercular  ulcerations,  or  neoplasms.  An 
example  of  recent  improvement  in  diagnosis  resulting  in  this  manner, 
is  seen  in  the  signs  of  tuberculous  ulceration  of  the  tongue ;  the  little 
granulations  with  caseous  centres,  pointed  out  by  Trelat,  being  pathog- 
nomonic. It  is  more  than  probable  that  the  same  sort  of  symptoms 
which  may  be  recognized  during  life,  will  be  found  to  be  characteris- 
tic of  pharyngeal  tuberculosis. 

However  this  may  be,  in  the  actual  state  of  our  knowledge  at  pre- 
sent, the  diagnosis  between  tertiary  syphilis  of  the  throat,  and  the 
grave  scrofulides  of  the  mucous  membrane  rests  upon  the  following 
points:  1.  Tertiary  syphilides  develop  only  in  persons  who  have 
had  previous  syphilitic  symptoms.  2.  They  begin  by  deep  neoplasms 
— gummata.  3.  They  run  a  more  acute  course  than  the  scrofulides. 
4.  They  yield  to  treatment  by  mercury  and  iodide  of  potassium,  this 
therapeutic  test  being  the  most  conclusive. 

It  will  be  seen,  therefore,  that  the  diagnostic  differences  are  very  un- 
certain, the  antecedent  being  often  difficult  to  determine,  as  the  patient 
frequently  belongs  to  the  class  of  congenital  syphilitics  who  are  igno- 
rant of  their  disease.  Further,  it  is  but  rarely  that  we  have  an  oppor- 
tunity of  observing  the  period  of  gumraous  infiltration,  and,  as  far  as 
the  acuteness  of  the  disease  is  concerned,  although  some  gummata 
progress  very  rapidly  to  cure,  there  are  cases  of  syphilis  of  the  pha- 
rynx, which  run  an  interminable  course.  It  follows,  then,  that  in  all 
doubtful  cases  of  deep  pharyngeal  ulceration  it  is  necessary  to  try  the 
mixed  treatment.  This  plan  has  been  adopted  with  much  success  by 
Horand,  surgeon  to  the  Lyons  hospitals. 

Syphilis  of  Muscles. — Muscular  syphilis  is  not  very  common  ;  it 
may  manifest  itself  by  contraction,  which  at  first  appears  to  be  idio- 
pathic, as  it  is  not  accompanied  by  tumors,  or  changes  in  size,  or 
lesions  which  are  apparent  during  life  ;  in  other  cases  gunlmata  de- 
velop in  the  interior  of  the  muscles. 

Syphilitio  contraction  of  muscles  is  chiefly  an  affection  of  the  mus- 
cles of  the  arm,  and  more  particularly  of  the  biceps.  It  appears 
about  six  months  to  a  year  after  the  chancre.  The  first  symptom 
is  a  stiffness  of  the  elbow — an  interference  with  complete  exten- 
sion of  that  articulation,  and  if  force  be  applied  the  contracted  tense 
biceps  may  be  felt  resisting  the  movement.  Gradually  extension 
becomes  more  and  more  limited,  and  the  forearm  remains  flexed  upon 
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the  arm,  at  an  angle  varying  from  a  large  obtuse  angle  to  one  quite 
acute. 

The  movements  of  the  joint  are  henceforth  much  restricted,  but 
those  included  within  the  limits  of  the  angle  of  extension  are  executed 
with  facility.  The  cause  is,  however,  no  trouble  in  the  joint,  but  an 
unconquerable  contraction  of  the  biceps  which  produces  an  acute  pain 
whenever  forced  extension  is  attempted.  Whenever  the  biceps  mus- 
cles and  its  tendon  are  carefully  palpated  no  tumors  or  inequalities  of 
surface  are  discoverable  ;  if  it  be  examined  during  forced  extension 
it  is  found  prominent,  and  resembling  a  tightly  drawn  cord,  the  tendon 
particularly  being  hard  and  tense.  When  it  is  palpated  while  pei-- 
forming  its  function  its  contraction  can  be  felt,  and  it  may  even  be 
less  hard  than  the  corresponding  muscle  during  analogous  contraction. 

Relatively  very  little  is  known  regarding  the  lesions  of  the  muscular 
fibres  in  these  cases,  as  they  are  not  grave,  and  usually  result  in  cure 
at  the  end  of  some  months,  although  they  may  extend  over  one  or 
several  years.  Virchow^  says  that  these  contractions  are  due  to  cal- 
careous degenerations  of  the  muscular  tissue,  analogous  to  those 
which  are  produced  by  traumatic  or  rheumatic  inflammation.  There 
is  developed  in  the  midst  of  the  interstitial  tissue  of  the  mus- 
cular fibres  a  connective-tissue  formation,  which  hardens,  and  after 
having  caused  atrophy  of  the  primitive  muscular  fibrillge  finally 
destroys  them.  I  know  of  no  recent  histological  examination  of  these 
cases. 

[It  has  been  denied  that  this  affection  has  any  essential  I'elation  to 
syphilis,  and  it  has  been  attributed  to  rheumatism,  to  traumatism,  and 
to  other  causes.  The  weight  of  evidence  is,  however,  in  favor  of  its 
syphilitic  origin  ;  nine  out  of  ten  cases  observed  by  Mauriac  had  a 
distinct  history  of  syphilis,  and  were  accompanied  by  unmistakable 
eruptions,  chiefly  papular  and  papulo-squamous.  He  believes  it  to 
be  a  subacute  myositis.  In  every  one  of  six  cases,  reported  by  Notta, 
syphilitic  symptoms  were  present.  In  none  of  them  was  there  any 
association  with  rheumatism.] 

Gummata  of  muscles  have  a  much  more  important  pathological  sig- 
nificance than  these  simple  contractions.  They  consist  of  tumors,  often 
of  considerable  size,  which  may  discharge  externally,  may  give  rise  in 
various  ways  to  serious  results,  and  may  even  invade  the  cardiac  mus- 

'  Sypliilis  constitutionelle,  trad,  de  P.  Pioard,  p.  105,  and  Archiv  fur  Path. 
Anatomie,  vol.  iv.  p.  271. 
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cles.  The  tongue  appears  to  be  of  all  the  muscles  the  one  most  fre- 
quently aflected,  but  among  the  external  muscles  the  long  muscles  of 
the  limbs,  and  those  of  the  sides  and  nape  of  the  neck  are  oftenest 
involved.   Murchison  has  recorded  a  case  of  gumma  of  the  diaphragm. 

IMuscles  attacked  by  guramous  growths  exhibit  at  first  an  ill-defined 
pufiiness  or  swelling,  which  becomes  harder,  larger,  and  usually 
changes  the  shape  of  the  muscle  within  the  diseased  area ;  it  grows 
longitudinally  in  the  direction  of  the  muscular  fibres,  and  is  preceded 
or  accompanied  by  radiating  pains,  loss  of  movement,  and  sometimes 
by  muscular  contraction.  If  it  be  not  too  large,  and  the  muscle  which 
it  occupies  be  easy  of  reach,  a  lateral  motion  of  the  tumor  may  readily 
be  made. 

At  this  stage  it  consists,  according  to  Virchow,  of  granulation 
tissue,  that  is,  of  a  large  accumulation  of  small  cells  which  infiltrate 
the  connective  tissue  and  the  tissue  surrounding  the  muscular  fas- 
ciculi. This  lesion  is  of  a  whitish  or  reddish-white  color,  becoming 
yellowish  when  the  cellular  elements,  of  which  it  is  composed,  have 
undergone  early  caseous  degeneration,  a  very  common  occurrence. 
The  growth  is  not  very  distinctly  limited  or  defined,  and  it  is  distrib- 
uted in  striae,  which  follow  the  direction  of  the  fibrous  and  muscular 
fasciculi. 

Although  this  description  is  not  entirely  satisfactory,  inasmuch  as 
it  omits  all  mention  of  the  condition  of  the  muscular  fibres  themselves, 
and  of  the  state  of  the  vessels,  yet  it  is  not  difficult  to  recognize  that 
these  lesions  are  identical  with  those  of  the  subcutaneous  gummata 
and  with  gummata  of  the  liver  and  of  other  organs. 

These  gummata  are  usually  five  or  ten  centimetres  in  their  lona; 
diameter,  sometimes  even  much  larger.  Virchow  describes  a  specimen, 
contained  in  his  collection,  in  which  the  tumor,  seated  in  the  dorsalis 
longus,  extended  from  the  second  to  the  eighth  dorsal  vertebra,  and 
laterally  from  the  heads  of  the  ribs  to  their  angles.  Le  Dentu  has 
reported  a  case  of  gumma  of  the  gastrocnemius,  which  measured  four- 
teen centimetres  in  length.  These  gummata  often  involve  the  ten- 
dons at  their  point  of  insertion,  and  are  then  apt  to  produce  perios- 
titis. 

If  the  tumor  be  left  without  treatment,  and  the  muscle  involved  be 
superficial,  it  may  suppurate  and  be  evacuated  in  the  usual  manner. 
The  skin  reddens,  inflames,  and  becomes  adherent  to  the  muscle.  A 
perforation  occurs,  and  permits  of  the  gradual  discharge  of  a  thin, 
muco-purulent,  sometimes  bloody  liquid.  The  destruction  of  the  dis- 
16 
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eased  tissue  then  proceeds  by  the  methods  already  described.  When 
the  gumma  is  entirely  evacuated,  reparation  and  cicatrization  take 
place,  but  are  slow  and  tedious. 

[Bouisson^  divides  the  progress  of  these  tumors  into  three  stages:  one 
of  a  local  and  circumscribed  swelling  due  to  plastic  effusion  ;  then 
a  moderate  degree  of  softening  and  inflammation  of  the  neighboring 
muscular  fasciculi ;  finally,  organization  of  the  deposit  into  fibrous  tis- 
sue or  even  into  cartilaginous  or  osseous  material.  He  asserts  that  in 
the  second  stage  they  may  suppurate,  and  in  this  seems  to  agree  with 
Coi-nil.  Hill  and  Cooper  also  state  that  "  if  left  to  themselves  they 
slowly  enlarge,  or  soften  at  the  centre,  and  by  ulceration  and  absorp- 
tion may  communicate  with  the  surface  forming  a  ragged  suppurating 
cavity."^  Lancereaux  and  Mauriac  deny  the  possibility  of  suppu- 
ration, and  consider  its  absence  an  important  point  in  diagnosis.  They 
do  not  make  any  distinction  between  gummata  of  the  deep  and  those 
of  the  superficial  muscles.] 

The  most  interesting  and  important  study  connected  with  muscular 
gummata  is  that  relating  to  their  effect  upon  the  muscles  of  the  heart. 
Ricord  has  published  and  illustrated,  in  his  iconography  of  syphilitic 
diseases,  a  case  of  cardiac  gummata  ;  Lebert  has  also  recorded  one 
in  his  treatise  on  pathological  anatomy  ;  Virchow  has  observed  the 
third,  and  has  given  a  detailed  description  of  it  in  his  work  on  con- 
stitutional syphilis,  collating  all  the  known  facts  in  regard  to  the 
disease,  and  adding  two  cases  observed  by  himself;  Lancereaux  has 
collected  nine  cases.  Thus  the  existence  of  gummata  of  the  heart,  a 
disease  which  it  at  first  seemed  should  be  considered  fabulous,  is  to- 
'  day  one  of  the  most  conclusively  demonstrated  results  of  constitu- 
tional syphilis. 

Gummous  tumors  in  this  situation  are  sometimes  diffuse,  some- 
times circumscribed,  generally  of  a  yellow  color,  and  are  dry  and 
caseous.  They  may  be  seated  in  the  Avail  of  either  the  right  or  left 
ventricle,  in  the  inter-ventricular  septum  or  in  the  musculi  papil- 
lares  of  the  left  side,  which  are  then  found  to  have  undergone  a 
fibrous  transformation.  They  are  often  accompanied  by  an  endo- 
carditis or  a  fibrous  thickening  of  the  endocardium,  with  prominent 
vegetations  upon  its  surface. 

In  Virchow's  case,  the  microscopic  examination  shoAved  that  the 

['  Bumstead  and  Taylor,  op.  cit.,  p.  667.] 
£2  Op.  cit.,  p.  333.] 


GUMMA  OF  THE  HEART. 


243 


small  cells  -which  constituted  the  larger  portion  of  the  gummata  wei'e 
situated  around  the  muscular  fasciculi  and  in  the  endocardial  fibrous 
tissue.  In  the  yellowish  portions  of  the  tumor,  these  cells  had 
undergone  a  granulo-fatty  degeneration.  The  muscular  fibres  were 
either  fatty-degenerated  or  simply  granular  with  their  striae  pre- 
served ;  they  had  disappeared  altogether  at  some  points,  where  they 
were  deprived  of  their  nutrition  by  the  abundance  and  crowding  to- 
gether of  cellular  elements.  There  are  many  unsettled  points  which 
should  be  studied  in  this  relation  Avith  our  most  recent  and  improved 
methods  of  investigation. 

It  is  at  any  rate  beyond  dispute  that  syphilis  may  involve  the 
cardiac  as  well  as  any  or  all  of  the  other  muscles.  In  no  case  of 
gumma  of  the  heart  was  there  softening  or  evacuation  of  the  morbid 
products,  which  were  simply  dry  and  caseous,  whilst  there  were 
fibrous  induration  and  chronic  sclerotic  inflammation  of  the  surrounding 
tissue.  These  neoplasms  have,  therefore,  as  in  the  case  of  the  other 
,deep  muscles,  no  marked  tendency  to  soften  or  discharge.  The  break- 
ing down  of  tissue,  suppuration  and  death  by  sloughing  in  muscular 
gummata  characterize  only  those  afi'ecting  the  superficial  muscles. 

There  is  found  in  this  distinction  between  the  gummata  of  deep 
muscles  leading  to  peripheral  sclerosis,  and  to  cheesy  degeneration, 
and  those  of  superficial  muscles,  suppurating  and  discharging,  the 
key  to  the  processes  which  occur  in  all  the  organs  infiltrated  with 
syphilitic  nodules.  Intestinal  gummata,  for  example,  suppurate, 
and  are  eliminated  like  the  latter  or  like  those  of  the  subcutaneous 
connective  tissue.  Gummata  of  the  liver  or  kidneys,  on  the  con- 
trary, become  caseous  at  the  centre,  are  surrounded  by  thick  fibrous 
tissue,  do  not  suppurate,  and  remain  stationary  without  any  tendency 
to  elimination,  just  as  do  the  cardiac  gummata. 

The  gravity  of  gummous  tumoi's  of  the  cardiac  muscles  is  of  course 
evident,  not,  however,  that  any  very  striking  symptoms  are  observ- 
able during  life';  there  may  be  an  increased  impulse,  palpitation, 
uneasiness  and  slight  pain  in  the  region  of  the  heart,  a  little  oedema 
or  oppression ;  but  these  are  symptoms  common  to  many  other  dis- 
eases ;  upon  auscultation  a  low  bruit  or  a  soft  blowing  sound  may  be 
heard  with  the  first  sound  and  at  the  apex. 

The  lesions  are,  however,  none  the  less  incompatible  with  life,  and 
usually  soon  cause  sudden  death. 

[In  a  rare  case  reported  by  Dr.  Mannino,  the  diagnosis  was  made 
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during  life.^  A  patient  who  had  contracted  syphilis  eight  years 
previously,  and  who  had  an  unmistakable  pustulo-crustaceous  syph- 
ilide,  complained  of  attacks  of  dyspnoea  of  increasing  frequency  and 
severity.  He  became  weak,  and  developed  cough.  The  cheeks, 
lips,  and  tip  of  the  nose  were  blue  ;  the  great  veins  of  the  neck 
were  prominent  and  turgid,  while  arterial  pulsation  was  very  weak. 
The  skin  of  the  trunk  and  neck  was  mottled,  and  the  radial  pulse  im- 
perceptible. The  hands  were  cold.  The  heart's  impulse  Avas  diffused, 
and  the  exact  situation  of  the  apex-beat  could  not  be  defined.  The 
pulsation  was  visible  also  in  the  epigastrium  to  the  left  of  the  sternal 
line.  The  area  of  cardiac  dulness  was  not  increased,  the  lowest 
limit  being  the  fifth  intercostal  space.  At  the  apex,  the  first  sound 
was  obscure,  and  accompanied  by  a  very  weak  blowing  murmur.  At 
the  base  and  at  the  second  right  intercostal  space,  the  bruit  was  some- 
what louder,  and  the  second  sound  weak,  but  clear ;  but  the  h-uit 
was  much  more  distinct  at  the  epigastrium  than  in  any  other  situation. 
The  percussion  sound  was  normal  over  the  anterior  part  of  the  chest; 
but  the  posterior  thoracic  parietes  were  oedematous.  Slight  mucous 
rales  were  audible  in  places  ;  elsewhere,  the  respiratory  murmur  was 
normal. 

From  these  various  symptoms  it  was  diagnosed,  first,  that  the  right 
side  of  the  heart  was  chiefly  at  fault,  because  the  bruit  was  more 
distinct  at  the  base  and  towards  the  right  than  at  the  apex,  and  still 
more  distinct  in  the  epigastrium  ;  secondly,  that  the  disease  was  not 
in  the  valves,  but  in  the  muscular  structure  of  the  heart,  because  of 
the  rarity  of  primary  disease  of  the  right  side  of  the  heart,  the  nor- 
mal area  of  dulness,  and  the  peculiar  and  very  feeble  way  in  which 
the  heart  contracted,  together  with  the  great  increase  of  tension  in  the 
venous  system  and  the  emptiness  of  the  arteries. 

Death  occurred  suddenly  soon  afterwards,  and  the  autopsy  revealed 
patches  of  fibrous  induration  on  both  ventricles  and  syphilitic  myositis 
of  the  musculi  papillares.  The  case  seems  worth  detailing  here  on 
account  of  the  infrequency  with  which  the  diagnosis  is  made  during 
life  and  confirmed  by  autopsy.] 

['  The  British  Medical  Journal,  April  15,  1882.] 
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CHAPTER  IX. 

SYPHILIS  OF  THE  BONES,  TEETH,  AND  ARTICULATIONS. 

Syphilitic  osseous  lesions,  their  gravity,  frequency,  etiology,  and  varieties  — 
Simple  osteo-periostitis  —  Osteophytes — Epiphyseal  and  parenchymatous 
exostoses  —  Enostoses  —  Rarefying  osteitis  —  Gummous  osteo-myelitis  and 
osteo-periostitis — Vegetating  and  gummous  external  pachymeningitis  — 
Eburnation  of  bone — Varieties  of  exostoses  — Symptoms  of  syphilitic  osseous 
lesions — Lesions  of  the  bones  in  syphilitic  new-born  children  —  Histological 
description — Symptoms — Nutritive  interference  due  to  congenital  syphilis  or 
to  other  causes  which  may  affect  dental  development — EflFects  of  syphilis  on 
first  dentition  —  Stomatitis,  its  relation  to  dentition  —  Sypliilitic  teeth  — 
Syphilitic  inflammation  of  the  gums — Syphilitic  teno-synovitis  and  arthritis. 

Among  the  most  important  and  most  common  effects  of  syphilis 
are  the  osseous  lesions,  which  occur  during  the  later  manifestations  of 
the  disease,  and  which  are  in  many  cases  of  exceeding  gravity. 
Both  in  adults  and  in  children  affected  with  hereditary  syphilis,  the 
order,  the  seat  of  the  lesions,  and  even  the  anatomical  condition  of 
the  diseased  bones  are  so  characteristic  that  the  diagnosis  of  syphilis 
is  rendered  easy.  This  has  been  especially  pointed  out  by  Parrot, 
who  asserts  that  hereditary  syphilis  invariably  occasions  interference 
with  the  nutrition  and  development  of  bones. 

Osseous  syphilis  is  met  with  during  any  of  the  periods  of  the  malady. 
It  has  already  been  observed,  while  discussing  the  early  appearance  of 
tubercles  or  gummataor  deeppustulo-crustaceoussyphilides  in  the  grave 
forms  of  the  disease,  that  the  distinction  into  secondary  and  tertiary 
periods  was  neither  constant  nor  positive,  and  that  the  reputed  tertiary 
cutaneous  phenomena  may  appear  in  the  first  year  or  even  in  the  first 
six  months  following  the  initial  lesion.  Later  it  will  be  seen  that 
the  viscera  also  furnish  exceptions  to  the  rule,  and  that  hereditary 
infantile  syphilis  is  apparently  in  direct  opposition  to  this  classifica- 
tion into  secondary  and  tertiary  periods.  Indeed,  in  syphilitic  new- 
born children  or  foetuses,  the  superficial  lesions  of  the  skin,  which 
belong  to  the  first  period  of  syphilis,  may  be  present  at  the  same  time 
■vVith  those  lesions  of  the  bones  and  viscera  which  are  placed  among 
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the  tertiary  symptoms.  Again,  with  adults  the  tendons,  the  synovial 
membranes,  the  periosteum  and  the  bones  are  sometimes  affected  dur- 
ing the  first  months  succeeding  the  primary  lesion.  Mauriac,  who 
has  collected  a  number  of  early  syphilitic  affections  of  the  periosteum 
and  osseous  tissue,  has  seen  periostoses  and  large  cranial  nodes,  due 
to  a  specific  inflammation  of  the  periosteum  and  bones,  appear  a  few 
weeks  after  the  beginning  of  the  infecting  chancre,  before  the  first 
cutaneous  eruptions,  even  before  the  roseola  (see  page  264). 

I  am  fully  of  the  opinion,  that  the  osteocopes,  many  of  the  neu- 
ralgic pains,  and  the  pains  in  the  joints  and  sheaths  of  the  tendons 
are  due  to  material  alterations  of  those  parts.  In  connection  with 
Ranvier  I  have  several  times  seen  convincing  proof  that  this  is  the 
case  with  the  bones.  During  the  epidemic  of  cholera  in  1865  and 
1866  we  examined  the  bones  of  patients  who  had  died  suddenly  with 
this  disease,  while  suffering  with  the  secondary  lesions  of  syphilis, 
and  we  found  an  osteitis  characterized  by  an  embryonic  and  gelati- 
nous state  of  the  inflamed  medulla. 

The  cases  of  syphilitic  osteitis  and  osteo-periostitis,  developed  in 
adults  during  the  secondary  period  are  less  grave  than  those  observed 
later,  which  are  accompanied,  not  only  by  sub-periosteal  and  osseous 
gummata,  but  also  by  condensing  osteitis  and  necrosis.  Patients 
may  recover  if  they  are  soon  enough  submitted  to  treatment  with 
iodide  of  potassium  and  mercury,  the  lesions  even  disappearing  without 
leaving  any  trace  ;  but  the  bones  attacked  during  the  late  period  of 
syphilis  more  often  retain  permanent  traces  of  the  periostitis  and 
osteitis  in  the  form  of  exostoses  and  hyperostoses. 

The  determining  cause,  in  tertiary  as  in  secondary  syphilis,  of  the 
osseous  lesion  and  of  its  seat,  is  generally  some  form  of  traumatism, 
which  is  usually  slight,  but  frequently  repeated  at  the  same  point.  It 
is  owing  to  this  circumstance  that  the  superficial  bones,  those  imme- 
diately beneath  the  skin,  as  the  frontal  bone,  the  clavicle,  sternum, 
radius,  tibia,  etc.,  are  the  most  frequent  seats  of  the  disease.  Only 
the  etiology  of  the  osseous  lesions  with  adults  is  here  referred  to.  In 
cases  of  infantile  syphilis,  traumatism  is  not  the  determining  cause  ;  the 
active  development  of  the  bones  sufficiently  explains  the  seat  of  syphilis. 
In  adults,  however,  it  is  very  probably  true,  as  Virchow  has  said,  that 
the  majority,  if  not  all,  of  the  osseous  lesions  have  their  origin  in 
contusions,  and  that  osseous  syphilis  may  thus  be  regarded  as  a 
specific  inflammation,  localized  at  points  which  are  predisposed  to  the 
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action  of  irritating  agents.  Thus  it  is,  that  syphilitic  periostoses  and 
exostoses  are  noticeably  associated  with  various  occupations.  For 
example,  sypliilitic  swellings  of  the  periosteum  of  the  clavicle  are 
seen  upon  porters  who  daily  carry  heavy  weights  upon  their  back  by 
means  of  straps  which  pass  over  the  shoulder.  A  fencing  master  will 
have  syphilitic  lesions  of  the  sternum  and  ribs,  points  where  he  is 
constantly  receiving  strokes  from  his  pupils.  As  regards  the  cranial 
bones  and  the  tibia,  which  are  undoubtedly  those  most  frequently 
affected  with  syphilis,  they  are  also  those  most  exposed  to  trauma- 
tism. 

The  lesions  of  the  bones  from  an  anatomical  view  are  very  numer- 
ous, varying  from  simple  periostitis  and  osteitis  to  gummata ;  their 
final  consequences  also  vary  from  the  development  of  exostoses  to  the 
formation  of  sequestrge  in  pus  cavities. 

The  following  lesions  may  be  successively  described:  — 

1.  Simple  osteo-periostitis. 

2.  Rarefying  osteitis. 

3.  Ifitense  rarefying  osteo-myelitis  or  gummous  osteo-periostitis. 
Then  the  consecutive  lesions  of  these  different  states,  which  are : 

Formative  osteitis  or  eburnation,  the  exostoses,  the  necroses,  and  the 
sequestrce,  and  finally  the  osseous  lesions  of  infantile  syphilis. 

1.  Syphilitic  osteo-periostitis  does  not  differ  materially  from  ordi- 
nary osteo-periostitis.  Limited  to  the  superficial  layers  of  the  bone, 
and  the  periosteum,  it  most  frequently  occurs  at  the  end  of  the 
secondary  or  in  the  tertiary  period,  attacking  the  tibia,  clavicle, 
sternum,  bones  of  the  head,  etc. 

Beneath  the  periosteum,  between  it  and  the  bone,  there  collect 
numerous  round  cells,  analogous  to  those  of  embryonal  marrow.  At 
the  same  time  the  deep  layei's  of  the  periosteum  are  inflamed,  and 
contain  cells  interposed  between  the  fasciculi  of  fibres.  The  neighbor- 
ing connective  tissue  of  the  periosteum  generally  presents  a  slight 
inflammatory  oedema,  so  tliat  the  tumor,  situated  between  the  skin 
and  bone,  is  due  both  to  the  swelling  of  the  periosteum  and  to  the 
inflammatory  oedema  of  the  subcutaneous  connective  tissue.  The 
surface  of  the  bone  beneath  the  periosteum  has  the  openings  of  the 
Haversian  canals  enlarged,  and  filled  with  marrow,  which  is  either 
red  and  embryonal,  or  is  gray  and  gelatinous,  consisting  of  the  round 
cells  of  the  medulla.  The  fat  has  disappeai-ed  from  these  changed 
canals. 
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This  form  of  mild  osteo  periostitis  may  disappear  and  leave  no 
trace,  even  when  it  is  quite  deep,  and  in  a  flat  bone,  as  the  sternum, 
ribs,  or  cranium.  It  is  accompanied  with  an  embryonal  condition  of 
the  marrow  of  the  whole  bone. 

When  the  osseous  disease  has  continued  for  a  long  time,  the  round 
cells  under  the  periosteum  nearest  to  the  surface  of  the  bone,  act  as 
osteoblasts  during  the  period  of  ossification,  and  form  bone  by  the 
same  series  of  changes  as  are  observed  in  ossification  by  the  peri- 
osteum. 

The  osseous  trabeculae  which  first  appear  in  pathological  ossifica- 
tion upon  the  external  surface  of  the  diaphyses  under  the  periosteum 
are  named  osteophytes.  Owing  to  their  very  slight  attachment  to 
the  surface  of  the  old  bone,  they  are  detached  with  the  periosteum, 
and  adhere  to  the  under  surface  of  this  membrane  when  it  is  sepax-ated 
from  the  bone.  In  proportion  as  the  osseous  tissue  is  formed  between 
the  periosteum  and  bone,  these  osteophytes  become  moi'e  compact, 
and  united  to  the  original  bone  ;  they  are  now  called  periostoses  or 
exostoses.  Their  shape  is  very  variable.  Sometimes  they  project, 
and  the  exostosis  seems  to  be  superadded  to  the  bone  as  a  tumor  or 
as  the  epiphysis  of  a  long  bone,  and  they  are  named  einjAyseal  exos- 
toses. Elsewhere,  in  osseous  tissue  which  has  been  the  seat  of  an 
osteitis,  new  osseous  lamellae  are  formed  upon  the  surface  of  the 
Haversian  canals,  and  then  there  is  an  eburnation,  a  condensation  of 
the  bone  in  consequence  of  the  new  formation  of  lamellse,  which  are 
added  to  those  pre-existing.  This  is  condensing  or  formative  osteitis ; 
the  eburnation  of  the  bone,  and  the  exuberant  formation  of  lamellae 
may  be  termed  parenchymatous  exostosis. 

These  varieties  of  new  osseous  formations  consecutive  to  osteitis 
and  periostitis — osteophytes,  epiphyseal  exostoses,  parenchymatous 
exostoses,  enostoses,  eburnation  of  bone,  etc.,  constitute  the  secondary 
lesions  common  to  all  forms  of  syphilitic  osteitis. 

In  order  that  the  histological  changes  which  take  place  in  bone 
during  syphilis  may  be  better  understood,  a  short  account  of  the 
essential  histological  structure  and  development  of  bone  is  here  given. 

The  structm'e  of  bones  is  simple  ;  they  are  formed  of  a  calcareous 
framework  consisting  of  systems  of  osseous  lamellse,  which  contain 
bone  cells  arranged  regularly  around  the  Haversian  canals.  The 
latter  contain  in  the  normal  state  the  nutritive  vessels  of  the  bone 
and  the  bone  medulla.    Normal  medulla  is  formed  of  small  round 
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cells  similar  to  Ij^mph  cells,  larger  cells  with  one  or  more  oval  nuclei, 
and  small  drops  of  fat.  The  stroma  of  the  medulla  is  mostly  formed  by 
vessels, and  some  very  delicate  and  sparse  fibrillae  of  connective  tissue. 

The  osteoblasts  or  bone  cells,  contained  in  the  osseous  lamellae,  are 
small  cells  within  cavities,  which  latter  communicate  by  numerous 
canaliculi  with  the  Haversian  system. 

The  development  and  ossification  of  bone  is  accomplished  by  two 
distinct  processes,  according  to  whether  it  is  developed  from  cartilage 
or  from  periosteum. 

In  the  former  case,  the  cartilage  cells  are  arranged  in  longitudinal 
rows,  which  are  transformed  into  canals,  and  soon  traversed  by  a 
capillary  loop  accompanied  with  embryonal  cells,  which  have  their 
origin  from  a  proliferation  of  the  cartilage  cells.  These  cells  are  ap- 
plied against  the  wall  of  the  canals,  becoming  the  osteoblasts,  and  are 
flattened  by  mutual  pressure.  They  are  surrounded  with  calcareous 
substance  and  form  the  osteoblasts,  in  the  midst  of  a  layer  of  osseous 
substance,  which  is  deposited  against  the  wall  of  the  canal  excavated 
in  the  cartilage.    This  is  the  origin  of  a  Haversian  canal. 

Ossification  from  the  periosteum  is  accomplished  in  a  similar  man- 
ner by  the  calcareous  incrustation  of  osteoblasts  which  are  derived 
from  embryonal  cells.  The  osteoblasts  accompany  Sharpey's  fibres, 
fibres  of  the  connective  tissue,  which  pass  from  the  periosteum  into  the 
ossifying  cartilage.  These  fibres  which  are  incrusted  with  calcareous 
salts  determine  by  their  direction  the  course  of  ossification  beneath 
the  periosteum. 

Simple  osteo-periostitis,  from  a  histological  point  of  view,  consists 
only  in  a  return  to  the  embryonal  state  of  the  marrow  of  the  bone, 
and  of  the  cells  found  between  the  bone  and  the  periosteum.  The 
disappearance  of  the  fat  from  the  interior  of  the  Haversian  canals, 
and  the  presence  of  numerous  small  round  cells,  give  to  inflamed  bone 
the  same  structure  as  that  of  developing  bone,  and,  therefore,  it  is  not 
remarkable  that  the  newly  formed  medulla  cells  have  the  same  pro- 
perties as  these  elements  possess  during  early  life.  They  are  applied 
to  the  walls  of  the  Haversian  canals,  and  to  the  surface  of  the  bone 
beneath  the  periosteum,  becoming  the  osteoblasts,  and  assisting  in  the 
new  formation  of  osseous  lamellye.  These  lamellse  constitute  the  ex- 
ostoses. 

2.  When  the  inflammation  is  more  intense  there  occurs  a  rarefying 
osteitis.    The  sub-pcriostcal  inflammation  extends  into  the  Haversian 
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canals ;  the  sub-periosteal  tissue  and  the  osseous  marrow  contain  numer- 
ous small  cells  with  transuded  red  blood-corpuscles.  These  elements  are 
free,  with  a  small  amount  of  granular  intercellular  substance.  When  this 
variety  of  inflammation  is  still  more  intense,  the  abundant  proliferation 
of  cells  is  soon  accompanied  with  a  lesion  of  the  osseous  tissue.  This 
tissue  is  softened,  eroded,  and  destroyed  at  points  upon  the  internal 
surface  of  the  Haversian  canals.  A  microscopic  examination  of  thin, 
stained,  and  decalcified  sections  shows  the  vascular  canals  enlarged  ; 
the  osseous  trabeculse  forming  the  framework,  instead  of  being  regular 
and  having  even  margins,  are  notched  and  present  oval  or  irregular 
indentations,  1,  Figure  52.  These  notches  are  filled  with  round,  small 


Fig.  52. 


Syphilitic  osteitis. — 1.  Osseous  trabeculiE  with  serrated  and  QOtched  margins,  in  which  are 
seen  bone  lacuniE  containing  one  or  several  nuclei,  2;  4,  medullary  tissue  ;  5,  vessels,  the  lumen 
of  which  is  open.    In  the  upper  part  oi'  the  figure  the  cells  are  atrophied  and  becoming  caseous. 

cells,  and  occasionally  with  one  or  two  large  giant  or  multinuclear 
cells  shown  in  Figures  55  and  56  (see  pages  254  and  255).  The 
destruction  of  the  osseous  lamellae,  by  the  elements  of  inflamed  mar- 
row, is  often  so  great  that  all  the  Haversian  canals  present  notches 
and  loss  of  substance  to  a  varying  extent.  Some  of  the  trabecule 
may  be  so  changed  that  a  communication  is  made  from  one  Haversian 
canal  to  another  (Fig.  53).  The  osseous  tissue  is,  therefore,  replaced 
more  or  less  completely  by  the  inflamed  marrow.  The  original  bone 
is  eroded  or  almost  destroyed.    This  lesion,  which  is  observed  so  fre- 
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qiiently  in  diseases  of  the  phalanges  and  short  bones,  is  named  spina- 
ventosa.    It  is  frequently  a  result  of  syphilis. 

When  under  the  influence  of  appropriate  treatment  by  iodide  of 
potassium  and  mercury,  or  following  the  natural  course  of  the  malady, 


[Fig.  53. 


Earefying  osteitis.    Canaliculization  of  the  osseoas  tissue.    X  ^"0.  (Volkmann.)] 

the  inflammation  ceases,  and  the  disease  retrogrades,  there  is  seen  a 
reparation  of  the  diseased  and  partially  destroyed  bone.  The  same 
embryonal  cells  of  the  inflamed  marrow  which,  when  they  were  exu- 
berant and  free,  assisted  in  the  erosion  of  the  bone,  and  the  forma- 
tion of  notches  and  cavities  in  the  lamellae,  are  now  less  numerous, 
and  are  regularly  applied  to  the  walls  of  the  Haversian  canals  ;  they 
have  become  osteoblasts  possessing  the  property  of  forming  new 
osseous  lamellae.  There  result  new  lamellae  with  new  osteoblasts, 
and  these  form  several  scries  parallel  one  with  another  or  follow  the 
irregular  arrangement  of  the  Haversian  canals.  This  exuberent  for- 
mation of  new  osseous  lamellae  may  constitute  beneath  the  periosteum 
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exostoses  of  varying  size,  and  in  the  bone  a  parenchymatous  hyperos- 
tosis or  an  eburnation. 

A  large  section  made  from  dried  bone  by  means  of  a  saw,  and  taken 
from  a  part  which  was  first  affected  with  a  rarefying  osteo-myelitis, 
and  in  which  at  a  later  period  reparation  had  ensued  by  a  new  for- 
mation of  osseous  lamellae,  shows  very  distinctly  the  changed  and 
interrupted  layers  at  various  points  belonging  to  the  old  bone,  and 
the  new  layers,  forming  the.  walls  of  the  Haversian  canals. 

3.  Grummoits  osteo-myelitis  and  c/uminous  osteo-joeriostitis  are  no- 
thing more  than  a  rarefying  osteitis  in  which  the  very  abundant  sub- 
periosteal embryonal  tissue  or  the  medullary  tissue  assumes  the 
arrangement  that  is  observed  in  the  gummata.  The  lesions  are 
seen  in  the  form  of  tumors,  varying  in  size,  having  a  tendency  to 
become  caseous  during  some  period  of  their  evolution,  and  presenting 
at  the  autopsy  the  following  appearances  :  When  the  pericranium  is 
removed  from  the  skull,  it  is  found  to  adhere  at  one  or  several  places 
to  the  bone.  At  these  points  is  seen  a  fleshy  granulation  as  large  as 
a  pea  or  bean,  implanted  upon  the  periosteum  by  a  circular  base  ;  its 
surface  is  uneven  and  budding,  and  extends  into  an  irregular  de- 
pression in  the  bone,  forming  a  union  between  the  bone  and  pericra- 
nium. The  granulation  is  readily  detached  from  the  bone  in  which 
it  is  imbedded  ;  the  young  and  friable  medullary  tissue,  which  con- 
nects it  with  the  medullary  cavities,  offering  but  little  resistance. 

Upon  section  the  granulation  is  found  to  be  soft,  and  red,  pink,  or 
gray,  depending  upon  the  amoun|;  of  blood  contained  in  the  vessels; 
when  there  is  a  greater  amount  of  fibrous  connective  tissue  in  its 
structure,  it  is  firmer.  It  usually  presents  an  attempt  at  organization^ 
being  traversed  by  numerous  vessels  and  fibres  of  connective  tissue. 
If  it  be  of  long  duration,  it  is  yellow  and  opaque,  and  its  centre  or  the 
greater  part  of  the  mass  is  caseous.  It  is  a  nodule  of  embryonal  tis- 
sue, formed  beneath  the  periosteum,  and  in  the  enlarged  Haversian 
canals,  with  destruction  of  the  osseous  trabeculje  by  an  osteo-myelitis 
— a  granulation  transformed  into  a  gumma,  with  a  tendency  to  caseous 
degeneration  of  its  constituent  elements. 

Gumma  of  bone  is  thus  merely  an  intense  and  circumscribed  osteo- 
periostitis, with  destruction  of  the  osseous  lamelliB  by  a  rarefying 
osteitis.  It  is  the  localization  and  form  of  the  lesion  that  give  it  its 
distinctive  characters. 

Several  gummous  nodules  are  frequently  connected  together  upon 
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a  common  base  in  the  pericranium.  But  at  the  same  time  there  is 
almost  always  an  analogous  change  developed  between  the  dura  mater 
and  the  skull.  When  the  formation  upon  the  dura  mater  corresponds 
to  that  upon  the  pericranium,  complete  perforation  of  the  bone  soon 
occurs.  There  may  also  be  perforation  of  one  or  the  other  layers  of 
the  cranium  by  an  isolated  gumma.  The  granulations  of  periostitis 
or  gumraous  pachymeningitis,  accompanied  by  a  loss  of  substance  of 
the  bone  due  to  a  rarefying  osteitis,  are  very  common. 

At  the  same  time  that  the  periosteum  and  external  surface  of  the 
dura  mater  are  the  seat  of  these  very  decided  lesions,  the  internal  sur- 
face of  the  latter  membrane  is  often  the  seat  of  false  membranes  of 
varying  thickness,  traversed  by  embryonal  vessels  and  infiltrated  with 
blood.  Indeed,  there  may  be  seen  in  such  cases  a  true  internal  hem- 
orrhagic pachymeningitis. 

The  most  remarkable  example  of  this  variety  of  lesions  occurred  in 
a  case  of  Bouillard's.  The  patient,  a  boy  sixteen  years  old,  had 
successively  the  symptoms  of  typhoid  fever,  acute  phthisis,  and  tuber- 
culous meningitis.  At  the  autopsy  the  cranium  was  found  pierced 
like  a  sieve  with  numerous  vegetations  arising  from  the  pericranium, 
and  especially  from  the  dura  mater.  Those  of  the  latter  were  quite 
large,  and  formed  small  dark-red  tumors  or  vegetations  situated  in  the 
perforations  of  the  cranium.  Their  structure  consisted  of  a  soft,  red, 
vascular  embryonal  tissue,  sometimes  caseous  and  opaque  in  the  centre 
of  the  largest. 

Figure  54  represents  a  section  of  the  dura  mater  and  several  of  the 


Fig.  54. 


SectiOQ  of  a  gummous  pachymeningitis.  The  dura  mater  presents  an  inflammatory  condition 
■witli  a  new  formation  on  its  internal  layer,  b,  which  Is  continuous  with  the  gummous  nodules,  c,  d, 
e,  /.  These  latter  are  separated  hy  fibrous  tissue,  n.  The  nodules  were  situated  In  cavities  exca- 
vated in  the  osseous  tissue  which  had  been  in  great  part  absorbed.    X  6. 


gummous  granulations,  c,  cZ,  e,f,  which  are  connected  to  the  external 
layer  of  this  membrane,  b.  The  granulations  are  separated  from  one 
another  by  bands  of  fibrous  tissue. 
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Examined  with  higher  power,  the  gumraous  granulations  are  seen 
to  consist  of  a  tissue  made  up  of  very  delicate  fibrillae,  between  which 
are  placed  round  nucleated  cells  ;  the  protoplasm  is  small  in  amount. 
The  reticulated  arrangement  of  the  fibrillar  tissue  was  well  shown  in 
a  pencilled  section  of  a  fresh  piece. 

Between  the  adherent  granulations  there  was  seen  connective  tissue, 
n.  In  several  preparations  there  were  found  between  the  granula- 
tions the  remains  of  osseous  tissue,  which  had  not  been  completely 
absorbed. 

Figure  55  shows  a  group  of  these  osseous  lamellae.  The  inferior 
horizontal  lamella,  Z,  in  contact  with  the  internal  membrane,  p,  of  the 
dura  nlater  represents  the  internal  table  of  the  skull.    It  is  continuous 

Fig.  55. 


This  figure  shows  a  portioa  of  the  dura  mater  represented  iu  Fig.  54  p  ,  p'.  Layers  of  flhrons 
tissue  of  the  dura  mater,  from  which  the  gummous  nodules  have  their  origin.  One  of  the  latter, 
a,  is  separated  from  the  neighboring  nodule  by  a  zone  of  fibrous  tissue,  in  which  arc  seen  some 
laminffi  of  osseous  tissue  undergoing  absorption.  The  horizoutal  osseous  lamina;,  repi-esent  the 
remains  of  the  internal  table  of  the  cranial  bone,  others  are  vertical  or  oblique.  The  laminaj  are 
irregular  upon  their  surface,  and  around  them  is  seen  embryonal  tissue  containing  numerous  large 
cells  (my61oplaxes,  giant  cells),  t,  t.  o.  Centre  of  a  gummous  nodule  where  is  seen  a  largo  vessel. 
/,  d.  Fasciculi  of  fibrous  tissue.   X  ^0. 

with  a  system  of  oblique  and  horizontal  lamella;.  These  latter,  situated 
between  the  granulation,  a,  on  their  left,  and  another  on  their  I'ight, 
are  entirely  surrounded  by  embryonal  medullary  tissue,  which  con- 
tain many  large  mydloplaxes  (giant  cells),  t. 
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Fig.  56  represents  a  fragment  of  these  lamellae  undergoing  absorp- 
tion. It  shows  the  small  notches,  c.  These  lamellae  are,  in  some 
manner,  eaten  away,  eroded  by  the  numerous  medullary  cells,  p,  and 
by  the  giant  cells,  o,  m,  n,  which  are  attached  to  their  surface.  In 
each  notch  are  seen  cells  varying  in  size. 


Fig.  56. 


A  fragment  of  osseous  tissue  undergoing  absorption,  situated  between  guminous  nodules,  c. 
notcbes  upon  the  surface  of  the  laminie  ;  the  anfractuosities  and  notches  are  ail  filled  with  large 
giant  cells,  o,  n,  or  smaller  giant  cellB,  m,  or  round  cells  of  the  marrow,  p.  s.  Osseous  corpuscles . 

When  a  small  gummous  tumor  of  the  periosteum  has  excavated  a 
cavity  in  the  bone,  and  the  inflammatory  process  ceases,  the  new  for- 
mation becomes  caseous  and  atrophied,  the  peripheral  osteitis  and 
periostitis  disappear,  and  a  partial  renewal  of  bone  may  take 
place.  The  cavity  is  not  completely  filled,  but  the  osteophytes, 
developed  beneath  the  pericranium  at  the  margin  of  the  cavity,  pro- 
ject as  new-formed  osseous  tissue.  The  formative  osteitis,  extending 
some  distance  into  the  bone,  causes  an  eburnation. 

The  appearance  presented  by  the  cranium  in  consequence  of  the 
superficial  gummata  varies.  Most  frequently  "there  is  an  osseous 
cicatrix,  a  depression  which  Virchow  has  wrongly  named  dry  caries. 
This  depression  is  surrounded  by  osteophytes,  or  even  by  a  circle  of 
exostosis,  while  the  bone  is,  for  some  extent,  eburnated.  If  the  cranial 
bone  is  completely  perforated  by  a  gumma,  the  loss  of  substance  is 
not  filled  by  new  osseous  tissue  and  there  is  formed  only  a  fibrous 
cicatrix. 

The  process  of  periostitis  and  of  the  varieties  of  osteitis,  including 
gummous  osteitis,  is  the  same  for  all  the  bones  of  the  body  ;  there- 
fore, the  above  description  of  the  changes  as  they  are  seen  in  the 
cranium  are  equally  applicable  to  all  bones.  The  bones  of  the  skull, 
the  sternum,  the  ribs,  the  clavicles,  and  the  tibia  are  the  favorite 
seats  of  the  disease. 
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4.  In  describing  simple  osteitis  and  rarefying  osteitis,  the  method 
was  mentioned  by  which  the  osseous  trabeculse  are  increased  in  thick- 
ness Avhen  the  osteitis  ceased  to  be  an  acute  inflammation.  The 
cellular  elements  of  the  embryonal  marrow  were  frequently  seen  to 
attach  themselves  to  the  surface  of  the  vascular  walls,  and  to  act  as 
osteoblasts  in  order  to  form  new  osseous  lamellas. 

The  ehurnation  or  sclerosis  of  bone  is  often  the  result  of  the  above 
process,  when  it  is  continued  for  a  long  time  under  the  influence  of  a 
subacute  inflammation,  or  in 'the  proximity  of  an  acute  inflammation 
of  long  duration.  New  layei-s  of  lamellae  are  added  to  the  old 
ones,  and  the  Haversian  canals  through  which  the  vessels  pass,  are 
narrowed.    This  narrowing  may  be  so  great,  that  in  some  cases  the 


[Fig.  57. 


Syphilitic  sclerosis  of  the  frontal  tone.     a.  Medullary  spaces  of  the  diploe.    c.  The  same 
spaces  much  narrowed.     6.  Bony  substance.  X  20.    iGornil  and  Ranvier.)] 

circulation  of  the  blood  is  impossible,  and  the  primary  canal  is  at 
times  obliterated  (Figure  57).  The  regions  of  bone  in  which  the 
circulation  is  arrested  are  deprived  of  their  nutrition,  and  necrosis 
results. 

The  bones  of  the  cranium  may  be  ebui-nated  in  their  greater  part 
without  the  slightest  indication  of  necrosis  ;  but  in  other  cases  in  the 
neighborhood  of  and  beneath  suppurating  periosteal  gumraata  which 
have  been  of  long  duration,  necrosis  results  from  the  contraction  and 
obliteration  of  the  Haversian  canals. 

Figure  58  is  the  frontal  bone  from  a  syphilitic  patient,  in  which 
the  middle  portion  presents  a  sequestrum,  half  the  thickness  of  the 
old  bone  ;  it  is  eburnated,  surrounded  by  pus,  and  encased  as  a  watch 
glass  in  a  frame  formed  by  osteophytes,  which  are  developed  from 
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the  normal  bone.  When  a  portion  of  necrosed  bone  is  separated  from 
the  healthy  or  changed  bone,  there  occurs  a  rarefying  osteitis  be- 
tween the  dead  and  living  parts,  which  terminates  in  a  complete 
separation.    But  at  the  same  time  suppurating  granulations  project 


Fig.  58. 


Syphilitic  necrosis  of  the  frontiil  bone.  A.— Anterior  snrface  of  the  frontal  bone.  a.  Necrosed 
part.  b.  Region  of  the  boue  whicli  is  the  seat  of  osteopliytos.  B. — Section  of  the  frontal  boue 
passing  through  the  cenfe  of  the  diseased  part.  a.  Sectiou  of  the  necrosed  part.  b.  Portion  of 
the  boue  which  overlies  the  necrosed  portion. 

from  the  medullary  cavities  of  the  living  bone,  which  push  oif  the 
sequestrum.  At  the  margins  of  this  solution  of  continuity  there  is 
produced  a  slight  inflammation  with  the  formation  of  osteophytes,  and 
the  sequestrum  is  held  in  position. 

A  microscopic  examination  of  a  sequestrum  shows  that  the  Haver- 
sian canals  are  almost  completely  filled  by  osseous  layers,  or,  at  least 
so  contracted,  that  the  circulation  of  the  blood  is  impossible. 

5.  Exostoses  are  met  with  in  several  varieties.  A  very  common 
exostosis  of  the  cranium  is  a  medullary  exostosis.  Figure  59.  It  is 
connected  to  the  surface  of  the  bone,  extending  from  a  to  ^i.  The 
surface  of  the  old  bone,  b,  b',  shows  at  c  a  Haversian  canal  of  large 
diameter ;  the  Haversian  canals,/,/,  situated  at  the  base  of  the  new 
formation,  between  it  and  the  old  bone,  are  large,  and  filled  with 
embryonal  marrow.  The  osseous  trabeculne  of  tlie  exostosis  are  very 
irregularly  arranged.  The  Haversian  canals,  d,  d,  d,  are  perpen- 
dicular and  oblique  to  the  surface  of  the  old  bone,  and  open  to  admit 
the  vessels  of  the  periosteum ;  the  others,  in,  form  a  transverse  net- 
17 
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work  which  unites  the  vessels  coming  from  the  periosteum  with  the 
large  canals,/,/,  proceeding  from  the  old  bone  at  the  base  of  the 
exostosis.  The  superficial  lamellte  of  the  old  bone,  /t,  /t,  are  notice- 
able from  their  regular  parallel  arrangement. 


Fig.  59. 


Exostosis  of  the  cranium  of  an  adult.  Tlie  snb-poriosteal  surface  of  the  exostosis  is  limited 
by  osseous  lamiute  from  a  to  a'.  The  external  biniinse  of  the  diploe  extend  from  6  to  b'.  c. 
Canal  enlarged  by  inflammation  upon  the  surface  of  the  cranium,  h,  h.  External  lamina  of  the 
diploe  which  is  easily  recognized  by  the  direction  of  its  parallel  lamella:,  and  by  its  bone  corpus- 
cles forming  irregular  series.  /, /.  Large  medullary  laounie  placed  between  the  old  bone  and 
the  exostosis,  d,  d,  d.  Openings  of  Haversian  canals  of  the  new  bone  through  which  eater  the 
periosteal  vessels,  m.  Section  of  a  small  Haversian  canal  of  the  exostosis.  X  lO- 

The  direction  of  the  Haversian  canals  in  exostoses  is  at  times 
quite  regular.  In  preparations  made  from  enormous  exostoses  of  the 
parietal  and  occipital  bones  of  a  child  which  died  of  congenital  syph- 
ilis, the  very  large  Haversian  canals  were  seen  filled  with  embryonal 
marrow,  and  arranged  perpendicularly  or  a  little  obliquely  to  the  old 
bone.  These  large  canals  gave  oif  narrow,  lateral,  and  horizontal 
prolongations.  The  direction  of  the  Haversian  canals  determines  the 
direction  of  the  osseous  lamellae,  which  are  more  or  less  regularly 
concentric  to  them. 

When  the  exostoses,  which  at  the  begimiing  consist  of  spongy 
osseous  tissue,  have  existed  for  a  long  time,  they  grow  denser,  in 
consequence  of  the  formation  of  new  osseous  layers  in  the  interior  of 
the  Haversian  canals,  and  become  compact  or  even  eburnated. 

Syphilitic  exostoses  of  the  cranium  are  generally  less  prominent 
than  those  of  the  extremities.  They  are,  however,  sometimes  very 
large  and  projecting.  Figure  60  is  taken  from  one  of  the  latter, 
a,  A  large  medullary  cavity  excavated  in  its  centre.  From  this  cavity 
radiate  small  Haversian  canals,  b,  which  divide  and  form  arches  that 
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enlarge  and  anastomose  at  the  surface  of  the  exostosis,  d.  Here 
they  were  naturally  in  contact  with  the  periosteal  medulla.  This 
exostosis  consisted  of  compact  osseous  tissue,  and  resembled  a  frag- 
ment of  a  long  bone  with  its  medullary  canal. 


Fig.  60. 


Prominent  exostosis  of  the  cranium,  a.  Central  medullary  cavity  of  the  exostosis.  6.  The 
medullary  canals  of  the  new  osseous  tissue  which  omanitte  from  the  central  cavity;  they  are 
small  and  are  perpendicular  to  the  surface  of  the  cavity,  d.  Larger  canals  situated  under  the 
periosteum  upon  the  surface  of  the  exostosis.  X  12. 

[The  histological  changes  of  the  osseous  tissue,  as  met  with  in  the 
various  forms  of  syphilitic  lesions  of  the  bones,  are  not  to  any  great 
extent  different  from  similar  lesions  due  to  other  causes.  In  ostso- 
pei'ioetitu  is  seen  a  proliferation  of  the  cells  of  the  periosteum  and 
of  the  cells  within  the  Haversian  canals  or  the  medullary  elements  of 
the  bone,  which  causes  an  increase  in  the  size  of  these  canals,  the 
marrow  itself  becoming  embryonic  in  nature.  A  continuation  of  this 
same  process  in  a  more  intense  degree  results  in  an  absorption  of  the 
osseous  tissue,  an  enlargement  of  the  Haversian  canals,  an  increase 
in  the  amount  of  embryonal  marrow,  or,  in  brief,  a  rarefying  osteitis, 
which  in  syphilis  constitutes  a  gumma  ;  that  is,  a  gumma  of  bone  is 
a  localized  intense  osteo-periostitis,  in  which  there  is  a  destruc- 
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tion  of  the  osseous  trabeculas  by  the  formation  of  granulation  or 
embryonal  tissue,  which  later  undergoes  retrograde  raetamoi-phosis 
and  absorption.  The  bone  in  which  the  gumma  or  rarefying  osteitis 
has  been  developed,  after  the  absorption  of  the  gummous  tissue,  takes 
on  reparative  action,  and  there  occurs  a  formative  osteitis,  in  which 
there  takes  place  a  new  formation  of  osseous  tissue,  the  process  re- 
sembling that  of  the  physiological  development  of  bone.  This  pro- 
cess continuing  there  results  a  condensing  osteitis  of  the  part,  in 
which  the  laminae  surrounding  the  Haversian  canals  are  increased 
to  such  an  extent  as  finally  to  obliterate  their  lumen  and  cause  a 
sclerosis  or  eburnation  of  the  bone.  An  exostosis  is  nothing  more 
than  a  slow  formative  osteitis,  which  i*esults  in  the  gradual  addition 
of  new  osseous  layers  to  the  original  bone ;  if  the  pi'ocess  be- 
comes active,  there  is  produced  an  eburnation  of  the  neAV-formed 
bone,  or  if  very  intense,  there  occurs  that  form  of  osteitis  known  as 
rarefying,  and  if  still  more  active  there  may  even  be  a  complete 
destruction  of  the  new  osseous  tissue.  It  is  thus  seen  that  the 
several  lesions  occurring  in  bones,  and  due  to  syphilis,  are,  to  a  great 
extent,  the  continuation  or  stages  of  one  process  which  varies  in  its 
intensity  and  its  results.  The  minute  histological  modifications  which 
occur  in  these  lesions  are  fully  desci'ibed  in  the  preceding  pages.] 

Symptoms  of  Syphilitic  Osseous  Lesions. — The  osseous  lesions 
of  syphilis  are  not  always  recognized  during  life,  especially  those 
of  gummata  of  the  dura  mater,  affecting  the  internal  layer  of  the 
cranial  bones  without  causing  a  peripstosis  of  the  pericranium.  But, 
in  ordinary  cases,  when  subcutaneous  bones  are  involved,  the  symp- 
toms are  well  marked. 

The  essential  symptoms  of  syphilitic  osteo-periostitis  are  pain  and 
swelling.  The  pain  is  peculiar  in  that  it  is  more  intense  during  the 
night  than  the  day,  and  so  acute  at  times  that  it  gives  rise  to  the 
same  sensation  as  when  the  bone  is  violently  struck,  the  pain  being 
excruciating,  tearing,  or  starting.  It  prevents  sleep,  and  by  its 
persistence  may  become  of  considerable  gravity.  After  two  or  three 
days'  treatment  with  iodide  of  potassium  it  is  usually  relieved,  and 
often  entii'cly  removed.  This  is  certainly  a  most  remarkable  thera- 
peutic phenomenon,  as  the  pain  not  only  disappears,  but  also  the 
swelling  due  to  the  syphilitic  neoplasm. 

The  osteocopic  pains  and  the  osteitis  of  the  first  period  of  secondary 
lesions  are  frequently  limited  to  the  regions  where  the  tendons  and 
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articular  ligaments  are  joined  to  the  extremities  of  bones,  the  wrist, 
elbow,  knee,  etc.  These  rheumatoid  pains  have  evidently  as  an  ana- 
tomical cause  the  periostitis  and  the  temporary  inflammation  of  fibrous 
tissue  and  tendons  in  connection  with  the  periosteum.  At  other 
times  the  pain  is  connected  with  the  periostitis  and  osteitis  of  the 
tertiary  period.  The  early  osseous  lesions  have  a  greater  tendency 
to  recovery  under  appropriate  treatment  than  those  of  the  tertiary 
period. 

The  pain  occasioned  by  the  osteo-periostitis  of  syphilis  is  always 
very  acute  when  iodide  of  potassium  is  not  administered.  The 
slightest  touch  of  the  tumor  causes  most  exquisite  suffering.  Osteo- 
periostitis of  the  sternum  and  ribs  is  accompanied  with  a  circum- 
scribed area  of  great  pain,  and  interference  with  respiration.  The 
lesions  of  the  sternum  may  cause  oppression,  prsecordial  pain,  and  dis- 
turbances of  the  circulation,  which  simulate  cardiac  disease. 

The  symptoms  of  syphilitic  osteitis  are  very  vai'iable,  depending 
upon  the. bone  affected  and  its  connections.  A  general  description 
is  not  possible.  For  example,  a  neuralgia  due  to  compression  of  a 
nerve  fi.bre,  where  it  passes  through  an  osseous  canal,  has  no  analogy 
with  motor  lesions  caused  by  a  paralysis  of  the  motor  nerve  of  the 
eyeballs  or  eyelids.  The  symptoms  of  course  differ  very  much 
with  the  variations  in  form  of  the  lesions  which,  it  has  been  ex- 
plained, may  extend  from  a  simple  swelling  of  the  periosteum  and 
bone,  to  the  suppuration  and  necrosis  with  fistulous  tracts  met  with 
in  intense  gumraous  osteo-periostitis. 

The  most  simple  and  most  frequent  cases  are  those  of  osteo-perios- 
teal  tumors  of  the  superficial  bones,  the  tibia,  clavicle,  sternum, 
frontal  bone,  etc.  The  nodular  swelling,  the  single  or  multiple  nodes, 
varying  in  size,  and  the  special  pain,  are  all  characteristic.  In 
passing  the  finger,  for  example,  over  the  anterior  spine  of  the  dis- 
eased tibia,  and  over  its  inner  surface,  there  are  felt  irregularities, 
flattened  elevations,  nodes,  more  or  less  numerous,  having  the  doughy 
consistence  of  periostitis,  or  giving  the  sensation  of  osseous  tissue 
according  to  the  age  of  the  lesion.  The  tibia  may  be  double  its 
normal  size.  By  this  examination  the  sensibility  of  the  surface  of 
the  bone  is  also  ascertained,  mei-e  contact  sometimes  causing  great 
pain.  Pain  upon  firm  pressure  or  percussion  of  the  bone  may  be 
elicited  during  the  long  period  of  transformation  of  osteo-periostitis 
into  osteo-periostosis  or  into  complete  ossification  of  the  inflamed 
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tissue,  Avhich  may  take  seve-ral  years.  This  pain  occurs  spontaneously 
dui'ing  the  early  part  of  the  night  after  retiring. 

The  periostoses  of  the  clavicle  are  readily  seen  on  account  of  the 
position  of  the  bone,  and  most  frequently  are  oval  in  shape  with 
their  long  axes  parallel  to  the  bone.  These  turaors  at  times  extend 
into  the  tendon  of  the  sterno-cleido-mastoid  muscle  by  a  gummous 
infiltration. 

The  osteo-periostites  of  the  anterior  surface  of  the  sternum  and  of 
the  bones  of  the  cranium,  when  recent,  generally  have  the  form  of 
flattened  tumors,  varying  in  size  and  appearing  as  the  segment  of  a 
sphere.  They  are  then  elastic  to  the  touch,  and  may  disappear,  if 
iodide  of  potassium  be  given.  Later,  when  osseous  formations  are 
developed  around  their  circumference,  they  feel  hard  at  the  margins, 
while  their  central  part  is  relatively  soft.  Upon  the  surface  of  the 
flat  bones,  which  are  exposed  to  external  traumatism,  an  intense  in- 
flammation may  be  developed,  terminating  in  the  formation  of  pus 
beneath  the  periosteum.  These  purulent  collections  discharge  their 
contents  through  the  inflamed  skin  upon  the  surface.  This  is  always 
a  serious  complication,  for  when  suppuration  takes  place  from  an 
osseous  surface,  there  may  occur  rarefying  osteitis,  and  an  elimination 
of  bone  fragments  through  the  fistulous  openings.  Suppuration  in 
bone  is  slow  in  its  progress  towards  recovery  ;  it  may  give  rise  to 
necrosis  following  eburnation  of  large  fragments,  peripheral  ex- 
ostoses, etc.  Such  lesions  do  not  occur  without  greatly  impairing  the 
constitution,  while  the  disease  may,  from  its  local  eff"ects,  cause  very 
grave  functional  disturbances. 

Syphilitic  inflammations  and  gummata  of  the  periosteum  and  bones 
of  the  sternum  are  easily  recognized.  Tumors  upon  the  anterior 
surface  of  this  bone,  which  are  small,  hard,  or  elastic,  and  bone-like 
at  their  margins  or  throughout,  may  be  considered  to  be  syphilitic. 
But  when  there  is  an  osseous  lesion,  accompanied  with  suppuration 
and  a  cutaneous  fistula,  through  which  porous  fragments  of  bone  are 
discharged,  there  is  a  doubt  between  syphilis  and  scrofulous  osteitis, 
or  rather  tuberculosis  of  the  sternum  accompanied  with  osteitis  and 
caries.  Tuberculosis  of  the  sternum  is  not  a  rare  disease.  In  doubt- 
ful cases  the  previous  history  of  the  patient,  the  condition  of  the 
lungs,  and  the  action  of  iodide  of  potassium  will  aid  the  diagnosis, 

[As  regards  bones  in  general  the  diff"erences  between  syphilitic  and 
tuberculous  inflammations  may  be  stated  as  follows : — 
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Syphilitic  Osteitis.        '  Tuberculous  Osteitis. 

Syphilitic  osteitis  occurs  in  persons  in    Osteitis  of  tuberculosis  in  persons  wlio 

varying  physical  conditions.  have  other  symptoms  of  this  disease. 

Begins  most  frequently  in  the  perios-    Begins  in  the  medulla. 

teum. 

Tends  to  the  formation  of  new  bone,  or    Tends  to  disintegration  of  the  parts, 
to  necrosis. 

Is  often  unaccompanied  with  suppura-    Generally  terminates  in  the  formation  of 

tion.  pus. 
Does  not  involve  neighboring  articula-    Apt  to  do  so. 

tions. 

Frequent  in  bones  of  the  cranium.  Almost  never  found  in  this  situation. 

Histologically  consists  of  a  relatively    Made  iip  of  a  varying  number  of  tubercle 
large  mass  of  granulation  tissue.  granulations,  and  surrounded  by  iso- 

lated granules. 

In  the  majority  of  cases  can  be  cured,    We  know  of  nothing  which  materially 
or  at  least  arrested,  if  taken  in  time,       alfects  the  course  of  this  disease.] 
by  judicious  specific  treatment. 

It  is  frequently  very  difficult  to  make  a  positive  diagnosis  between 
gummata  and  osseous  changes  of  the  flat  bones  of  the  cranium.  The 
lesions  of  the  dura  mater,  and  internal  table  of  the  skull  are  not  here 
referred  to,  not  being  accessible  to  direct  examination,  but  only  those 
of  the  external  table  and  pericranium.  The  difficulties  are  greater 
than  with  the  sternum ;  the  scalp  is  thicker,  the  bones  are  not  so 
distinctly  felt,  they  normally  present  many  irregularities,  and  fre- 
quently upon  the  scalp  of  syphilitic  patients  there  are  ulcerous  syph- 
ilides  of  the  tertiary  period,  so  that  swellings  which  belong  to  the 
skin  may  be  attributed  to  the  periosteum  and  bone.  Under  such  cir- 
cumstances it  is  therefore  necessary  to  examine  the  surface  of  the 
bone  very  carefully,  sliding  the  scalp  on  the  periosteum,  and  feeling 
for  painful  points.  If  the  scalp  be  adherent  to  the  surface  of  the 
bone,  it  is  almost  positive  evidence  that  a  periostitis  exists,  and  if  at 
this  point  there  be  a  node,  it  is  certainly  either  a  gumma  of  the  peri- 
osteum, if  elastic,  or  a  periostosis,  if  it  be  bony. 

Syphilitic  gummata  and  vegetations  of  the  dura  mater,  and  lesions 
of  the  internal  table  of  the  cranial  bones  cannot  be  recognized  by 
physical  signs,  but  their  existence  should  always  be  suspected  when 
changes  of  the  pericranium  and  of  the  external  layers  of  the  bone  are 
present.  The  functional  symptoms  of  gummata  of  the  dura  mater  are 
intense  and  persisting  headache,  and  exaggerated  pain  when  the 
cranium  is  percussed,  symptoms  which  appertain,  it  is  true,  also  to 
periosteal  gummata ;  in  the  former,  however,  the  pain  is  deeper  and 
more  intense.  Frequently  in  these  cases,  the  memory  is  weakened, 
the  intelligence  is  dull,  and  the  patient  is  in  a  more  or  less  complete 
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state  of  stupidity.  Epileptiform  convulsions,  vertigo,  loss  of  conscious- 
ness, paralysis,  limited  to  the  arm,  to  the  leg,  sometimes  incomplete 
hemiplegia  and  coma,  indicating  cerebral  compression,  terminate  the 
patient's  life. 

Nothing  is  more  variable  than  the  intensity  of  the  syphilitic  lesions 
of  the  periosteum  and  bones,  which  in  this  respect  resemble  all  the  other 
manifestations  of  the  disease.  In  some  cases,  for  example,  there  is 
only  a  small  sub-periosteal  gumma  of  the  tibia,  which,  treated  early, 
completely  disappears,  or  leaves  a  scarcely  appreciable  hyperostosis. 
In  other  cases,  on  the  contrary,  there  are  large  prominent  gummata, 
accompanied  with  intense  inflammation  of  the  skin,  continual  suppura- 
tion, necrosis  of  a  portion  of  the  bone  and  sequestrse  which  are  thrown 
off,  leaving  large  cavities.  To  this  class  belong  numerous  cases  of 
syphilis  of  the  cranial  bones  and  lesions  of  the  cervical  vertebrae, 
tumors  of  the  latter  simulating  retro-pharyngeal  abscesses.  Numer- 
ous observations  might  also  be  cited  of  diffused  sub-periosteal  gum- 
mata, in  which  the  bones  of  the  face  are  involved,  and  which  are 
accompanied  with  fistulse,  necroses,  and  perforations,  so  that  the  visage 
becomes  hideous  and  repulsive. 

[The  following  conclusions,  by  Mauriac,  in  regard  to  the  early 
syphilitic  affections  of  the  osseous  system,  have  been  frequently  demon- 
strated to  be  in  the  main  correct ;  we  think  them  worthy  of  translation 
and  insertion : — 

1.  Pericranial  periostitis  is  often  the  first  manifestations  of  syphilis. 
Sometimes  it  occurs  a  few  days  after  the  infecting  chancre,  and  even 
before  the  secondary  lesions. 

a.  It  is  exclusively  seated  in  the  periosteum  of  the  cranium,  and  if 
a  hypersemic  or  inflammatory  lesion  of  the  osseous  tissue  exists,  it  is 
secondary,  and  remains  subordinate  to  the  periostitis. 

h.  Pericranial  periostitis  is  the  result  of  a  true  inflammatory  pro- 
cess, an  irritative  or  active  process,  as  indicated  by  its  acute  symp- 
toms and  rapid  course. 

c.  This  variety  of  cranial  tumors,  when  a  result  of  acquired  syphilis 
in  the  adult,  has  a  tendency  to  resolution,  either  spontaneously  or  by 
appropriate  treatment.  The  swelling  readily  disappears  without 
leaving  any  trace. 

d.  In  the  hereditary  syphilis  of  children,  the  cause  of  such  peri- 
cranial tumors  is  an  early  irritative  condition,  and  they  disappear  by 
suppurative  or  necrobiotic  changes. 

e.  Pericranial  tumors  are  the  seat  of  fixed  pain  and  the  point  of 
origin  of  radiating  neuralgic  pains. 
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/.  The  tumors  may  be  discrete  or  confluent,  and  usually  are  located 
on  the  anterior  half  of  the  cranium.  Their  duration  varies  from  four 
to  six  weeks,  when  not  submitted  to  treatment.  Under  proper  medi- 
cation they  disappear  sooner. 

2.  Periostitis  of  the  ribs,  costal  cartilages,  and  sternum  may  occur 
at  the  beginning  of  syphilis. 

a.  This  sterno-chondro-costal  periostitis,  like  the  pericranial  peri- 
ostitis, is  inflammatory  and  curable,  and  may  be  the  cause  of  fixed 
and  radiating  neuralgic  pains. 

b.  The  tumors  caused  by  it  play  an  important  r61e  as  painful  foci 
in  the  dyspnoea  which  sometimes  accompanies  the  first  symptoms  of 
syphilis.    This  syphilitic  asthma  has,  however,  many  other  causes. 

3.  Periostoses  and  exostoses  may  develop  at  the  other  parts  of  the 
osseous  system  during  the  early  period  of  constitutional  syphilis. 

a.  The  period  of  incubation  of  these  osseous  lesions,  dating  from 
the  appearance  of  the  infecting  chancre,  varies  from  thirty  to  one 
hundred  and  twenty  days. 

b.  They  may  appear  several  days  before  the  eruption  of  the  sec- 
ondary cutaneous  or  mucous  lesions.  They  occur  spontaneously 
without  the  intervention  of  any  exciting  cause. 

c.  They  seem  to  result  from  a  form  of  syphilitic  infection,  in  which 
the  virus  is  unusually  active  as  compared  with  the  resistant  power 
of  the  organism  contaminated. 

d.  Periostoses  of  the  tibia  are  the  most  frequent. 

4.  Among  the  inhabitants  of  tropical  countries  the  osseous  lesions  are 
more  common  and  more  grave  in  hereditary  than  in  acquired  syphilis. 

5.  Early  periostoses,  in  acquired  syphilis,  generally  disappear  by 
resolution,  and  are  discharged  by  a  more  or  less  acute  inflammatory 
process.  The  tumors  of  the  limbs  are  usually  less  irritating  than 
those  of  the  pericranium. 

a.  They  may  recover  spontaneously,  but  they  disappear  very  much 
more  rapidly  under  mercury  and  iodine  with  local  antiphlogistic 
treatment. 

b.  They  complicate  the  prognosis  of  syphilis,  although  they  are 
often  associated  only  with  mild  lesions  in  other  organs,  and  do  not 
necessarily  indicate  a  malignant  local  process,  or  serious  general  con- 
stitutional tendency.^] 

Lesions  op  the  Bones  in  Syphilis  of  New-born  Children. — 
Hereditary  syphilis  aflccting  the  bones  of  neAv-born  children,  is  with- 

['  Gazette  des  Ilopitaux,  1872.] 
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out  doubt,  one  of  the  most  interestino;  subjects  connected  with  this 
disease.  Ranvier  communicated  to  the  Society  of  Biology,  in  1865,^ 
the  curious  fact  of  the  retarded  ossification,  and  of  the  separation  of 
the  epiphyses  in  the  case  of  a  syphilitic  infant  who  died  a  month 
after  its  birth.  All  the  epiphyses  were  either  completely  detached 
from  the  diaphyses,  or  very  slightly  adherent ;  the  proliferation  of 
cartilage  was  normal,  but  ossification  was  slow,  and  the  bone-cells  did 
not  appear  within  a  centimetre  of  the  line  of  apparent  ossification, 
whereas  in  the  normal  condition  they  are  found  a  millimetre  distant 
from  this  line.  This  observation  of  Ranvier  contained  the  germs  of 
the  history  of  hereditary  syphilis  of  the  bones.  Wegner  published  on 
this  subject,  in  1870,  an  important  memoire  (see  page  282),  Later, 
Parrot  first  brought  to  light,  in  France,  in  a  series  of  communica- 
tions to  the  Anatomical  Society,  and  to  the  Society  of  Biology,  and 
in  his  lectures  on  diseases  of  childhood,  all  that  relates  to  syphilitic 
diseases  of  the  bony  skeleton. 

In  these  lesions  of  the  bones,  as  in  the  majority  of  organic  changes 
observed  to  follow  syphilis  in  cases  of  new-born  childi'en,  the  varia- 
tions in  the  manner  of  the  development  of  the  tissues  cannot  receive 
their  true  signification  unless  the  phases  of  normal  development  are 
well  understood.  And  as  the  diseased  tissues  which  are  examined 
sometimes  exactly  resemble  an  earlier  phase  of  development  of  these 
same  parts,  therefore,  in  order  to  study  well  the  histological  changes 
of  an  organ  in  hereditary  syphilis,  it  is  necessary  to  compare  it  with 
the  different  types  which  it  presents  from  month  to  month  in  its  regu- 
lar development. 

The  variations  from  physiological  ossification  which  are  observed 
in  syphilis,  have  some  resemblance  to  rachitis,  or  to  the  diseases  of 
badly  nourished  children. 

When  Parrot,^  in  1873,  brought  before  the  Anatomical  Society 
the  long  bones  of  new-born  syphilitic  children,  and  showed  upon  lon- 
gitudinal sections  of  these  bones  the  layers  of  ossification  between 
the  epiphyses  and  the  diaphyses  manifestly  modified,  I  made  the 
remark  that  these  lesions  were  like  those  of  i-achitis.  Ranvier 
also  failed  to  see  anything  more  than  is  seen  in  rickets,  and  we 
inquired  what  were  the  differential  characteristics  in  like  cases 
between  syphilis  and  rachitis.     Parrot  has  since  endeavored,  in 

'  Comptes-renrlus  de  la  Soci6t6  de  Bioloorie,  1S65,  p.  39. 
2  Soci6te  Anatomique,  1873,  p.  92. 
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a  series  of  publications,  to  elaborate  this  diagnosis,^  and  has  ex- 
tended and  completed  his  first  descriptions.  He  has  studied  not  only 
the  long  bones,  but  also,  and  in  a  special  manner,  the  flat  bones  of 
the  cranium ;  and  he  rightly  regards  the  nodes  and  the  exostoses  of 
the  frontal  and  parietal  as  entirely  characteristic  of  infantile  syphilis. 
Parrot  has  brought  together,  in  this  chapter  on  infantile  syphilis,  a 
great  quantity  of  material,  but  he  has  not  yet  published  a  systematic 
histological  description  comprising  all  the  facts  he  has  observed. 

Long  Bones. — The  investigations  of  G.  Wegner,  and  the  first  re- 
searches of  Parrot,  refer  to  the  long  bones. 

Wegner  has  divided  the  phenomena  which  take  place  between  the 
diaphysis  and  the  epiphysis  into  three  stages:  — 

In  the  first,  the  zone  of  calcified  cartilage  which  separates  the  hya- 
line cartilage  of  the  epiphysis  from  the  new  bony  diaphysis  is  very 
much  thicker  than  in  the  normal  condition.  The  calcareous  incrusta- 
tion is  considerable,  and  there  has  been  an  arrest  of  the  normal  pro- 
duction of  bone.  This  layer  of  incrusted  cartilage  is  brittle  and 
honey-combed. 

In  the  second  stage,  which  is  but  an  exaggeration  of  the  calcifica- 
tion of  the  cartilage,  there  is  found  fibrous  tissue  in  the  medullary 
canals  of  the  cartilage  ;  the  ossifiqation  of  the  intermediary  cartilagi- 
nous substance  is  premature  ;  there  exists,  besides,  an  atrophic  and 
fatty-degeneration  of  the  cartilage  cells. 

In  the  third  stage,  the  cartilage  thus  changed  is  incapable  of  living; 
it  is  separated  from  the  diaphysis  by  a  soft  or  grayish  layer  of  granu- 
lation tissue.  This  tissue,  which  is  attributed  by  Wegner  to  an  inflam- 
mation of  the  bone  following  necrosis  of  the  cartilage,  and  to  a  forma- 
tion of  embryonic  tissue  (medullization  and  gelatinous  transformation 
of  Parrot),  is  so  soft  that  the  epiphysis  and  the  diaphysis  are  torn 
^part  by  the  movements  of  the  child. 

As  a  result  there  occurs  a  detachment  of  the  epiphysis.  The  peri 
osteum  is  inflamed,  and  is,  as  well  as  the  perichondrium,  thickened 

'  Parrot,  SociStS  de  biologi6,  Soaiice  du  1  Juiu,  1872.  Soci6t<5  aiiatomique, 
1873,  p.  92.  Presentation  d'os  provenant  d'un  enfant  sypliilitiqiie — Mfime  re- 
cueil.  1873,  p.  392.  Syphilis  et  racliitis  des  enfants  nouveau-nfis — MQme  recueil, 
1873,  p.  248.  Les  lesions  osseuses  de  la  syphilis  hereditaire  et  le  rachitis — Ar- 
chives de  physiologie,  1876.  Reviie  niensuoUe  de  niedecine  et  de  cliirurgie,  1877, 
p.  665.  Le  Progrfes  mfidioal.  Le?ons  sur  la  pathologie  de  la  premiere  enfance, 
numero  dn  6  Jnillet,  1878.  Congr6s  de  I'Association  Francjaise  pour  I'avancement 
des  sciences,  1877. 
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to  quite  a  large  extent,  and  a  new  formation  of  bone  is  observed 
beneath  the  latter. 

[Veraguth^  has  recently  investigated  the  changes  due  to  inherited 
syphilis,  which  affect  the  growing  extremities  of  the  bones,  and  lead 
to  the  separation  of  the  epiphyses.  According  to  him,  the  first  step 
in  the  pathological  process  is  the  occurrence,  under  the  influence  of  the 
virus  in  the  blood  of  the  syphilitic  child,  of  an  excessive  formation 
of  vessels  in  the  cartilage,  and  a  corresponding  overgrowth  of  the 
cellular  elements.  The  change  is  greatest  in  the  proliferating  zone, 
and  soon  assumes  a  distinctly  inflammatory  character.  Pari  passu 
with  this  productive  activity  of  the  cells  a  retrograde  process  occurs 
in  the  intercellular  tissue.  The  cementing  substance  between  the 
fibrilhie  becomes  softened,  or,  as  it  were,  dissolved,  and  the  solidity  of 
the  cartilage  is  lessened  in  consequence,  especially  in  the  proliferating 
layer,  in  which  the  parallel  arrangement  of  the  fibres  renders  the 
effect  of  the  change  in  the  interfibrillar  material  the  greater,  and 
ultimately  permits  the  occurrence  of  the  parallel  fissures  which  then 
extend  through  to  the  perichondrium.  The  cells  increase  in  number 
by  proliferation,  and  to  them  are  added  numerous  lymphoid  elements 
which  wander  in  from  adjacent  vessels.  Several  observers  have  de- 
scribed a  transformation  of  the  medulla  of  the  bone  into  granulation 
tissue,  and  the  growth  of  this  tissue  into  the  fissures  in  the  cartilage. 
This  was  not  present  in  his  case ;  many  of  the  vascular  canals  of  the 
cartilage  contiguous  to  the  growing  papillae  of  the  medulla  contained 
spindle-shaped  and  angular  cells,  but  not  in  sufficient  abundance  to 
suggest  an  actual  ingrowth  of  the  medulla,  so  that  the  latter  must 
clearly  be  regarded  as  an  after-effect,  the  result  of  the  fissuring,  and 
not  its  cause.  Some  morbid  changes  were  found  in  the  bone  itself, 
bnt  these  were  of  a  degenerative  character — fatty-degeneration  of  the 
cells  of  the  medulla,  deficiency  of  osteoblasts,  and  abundance  of  giant 
cells — and  are  to  be  regarded  as  secondary  to  the  affection  of  the  car- 
tilage, which  is  thus  a  primary  syphilitic  chondritis.] 

The  division  of  hereditary  syphilis  of  the  bones  into  stages  and 
periods,  according  to  Parrot,  is  about  the  same  as  that  of  Weguer ; 
but  Parrot  insists  upon  new  osteophytic  formations,  and  he  gives  to 
them  the  greatest  significance.  His  general  conception  of  the  evolu- 
tion of  the  disease  is  also  different.  The  following,  according  to  a 
llemoire  inserted  in  1876  in  the  Archives  of  Physiology,  is  the 
division  adopted  by  him  from  an  analysis  of  fifty  cases. 

['  Archiv  ftir  Path.  Anat.,  reviewed  in  the  Lancet,  June  11,  1881.] 
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In  the  first  stage,  the  bones  are  heavier  than  in  the  normal  state  ; 
dense  osteophytic  formations  envelop  the  diaphysis  of  the  long  bones, 
and  especially  their  inferior  extremities.  These  osteophytes  are  cha- 
racterized by  fibrous  and  osseous  trabeculae,  generally  perpendicular 
to  the  surface  of  the  bone.  The  chondro- calcareous  layer,  that  is, 
the  laijej-  of  ossification  of  the  cartilage,  is  much  thicker  than  normal, 
irregular,  papillary. 

In  the  second  stage,  the  new  bony  layers  are  more  porous  ;  a  gela- 
tinous degeneration  affects  the  epiphyseal  cartilage,  and  the  spongy 
bones  at  a  point  where  they  are  in  contact ;  the  epiphyses  tend  to 
separate  from  the  diaphyses.  There  is  a  solution  of  continuit-y 
more  or  less  complete  between  the  epiphysis  and  the  bone,  which 
results  in  a  syphilitic  pseudo-paralysis,  curvatures,  abnormal  twist- 
ings,  and  preternatural  mobility  of  the  bones,  with  loss  of  the  power 
of  locomotion. 

In  the  third  stage,  the  osteophytes  become  medullated,  their  bony 
canals  enlarge,  and  are  filled  with  marrow,  especially  the  canals  or 
intermediary  channels  between  the  surface  of  the  diaphysis  and  the 
osteophytes.  The  inferior  extremities  of  the  long  bones,  especially 
the  inferior  extremity  of  the  humerus,  increase  in  size  by  the  forma- 
tion of  several  layers  of  osteophytes. 

In  the  fourth  stage,  the  spongy  tissue  approaches  nearer  to  the 
character  it  presents  in  rachitis. 

From  this  resume,  which  is  given  from  the  description  made  by  the 
naked  eye  by  Parrot,  it  is  seen  that  he  admits,  from  the  beginning  of 
the  lesion,  the  existence  of  osteophytes,  which,  assuredly,  are  the 
most  characteristic  formations  of  infantile  syphilis.  The  osteo- 
phytes, which  are  most  frequently  observed,  in  the  lesions  of  the 
long  bones,  are  seated  at  the  inferior  extremity  of  the  hiamerus.  He 
concludes  by  saying,^  that  there  is  at  first  periostogenesis,'^  a  forma- 
tion of  osseous  tissue  from  the  periosteum,  then  "  chondro-calcosis," 
a  calcareous  incrustation  of  cartilage,  with  subsequent  gelatinous 
transformation  and  softening  of  the  bone.  The  lesion,  primarily  dis- 
tinctly syphilitic,  becomes  later  more  and  more  similar  to  rachitis. 

The  histological  examination  of  the  lesions  of  the  long  bones  at  the 
line  of  ossification  has  been  minutely  made  by  W egner.  The  ossify- 
ing cartilage  contains  longer  rows  of  proliferating  cells  than  in  the 
usual  conditions,  but,  at  the  same  time,  the  fundamental  substance  of 
the  cartilage  is  incrusted  with  calcareous  salts.    The  cartilage,  calci- 


'  Revue  meiisucUe,  1877. 
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fied  and  thickened  in  an  abnormal  manner,  is  excavated  by  canals, 
which  contain,  with  the  vessels,  a  large  quantity  of  fibroid  connective 
tissue.  There  is  also  formed  an  osteoid  tissue,  so  that  where,  in  the 
normal  state,  there  should  be  nothing  but  cartilaginous  tissue,  there 
may  exist  osseous  trabeculsB. 

The  portion  of  cartilage  which  remains  incrusted  with  calcareous 
salts  desiccates ;  the  cartilage  cells  atrophy  and  become  granulo- 
fatty.  This  portion,  deprived  of  life,  acts  as  an  irritant  body,  excites 
around  it  an  inflammation  of  the  normal  vascular  tissues,  and  in  par- 
ticular an  osteo-myelitis  of  the  contiguous  portion  of  the  diapliysis. 
As  a  result  of  this  osteo-myelitis  the  formation  of  a  large  amount  of 
embryonic  marrow  takes  place  ;  the  ossifying  cartilage  is  then  sepa- 
rated from  the  osseous  tissue  of  the  diaphysis  by  a  soft,  pink-colored, 
or  gray  layer,  consisting  of  embryonic  marrow  analogous  to  granulation 
tissue,  and  in  direct  continuity  with  the  marrow  of  the  bone.  This 
marrow  is  formed  of  a  fibrillar  substance  infiltrated  with  round  and 
fusiform  cells.  When  the  round  cells  are  very  numerous,  the  inter- 
cellular substance  becomes  liquid ;  and  then  the  granulations  are  con- 
verted into  a  puriform  fluid.  Separation  of  the  epiphyses  is  the 
immediate  consequence  of  this  state  of  the  bone. 

Parrot  and  Coyne  have  given'  a  histological  description  of  the  osteo- 
phytes of  the  long  bones  of  an  infant  six  weeks  old.  These  osteophytes, 
according  to  Parrot  and  Coyne,  present  large  elliptical  spaces,  their 
long  axes  parallel  with  the  diaphysis.  The  narrow  osseous  trabecu- 
IjB  anastomose  in  regular  networks.  Tlie  spaces  limited  by  the 
trabeculae  contain  a  fibrillar  tissue  with  a  small  number  of  ovoid  nuclei, 
a  few  vessels  and  fatty  granules.  The  osseous  corpuscles  of  the 
trabeculae  are  less  uniform  than  those  of  the  healthy  portions ;  they 
are  larger  and  less  regular  in  their  arrangement.  We  have  in  many 
cases  verified  the  exactness  of  this  description,  and  notably  in  the 
osteophytes  of  the  tibia  of  an  infant  three  months  old.  Figure  bl 
shows  the  osseous  trabeculae,  t,  t,  parallel  with  one  another  and  with  the 
long  axis  of  the  diaphysis  ;  they  are  united  by  short  transverse  tra- 
beculae, leaving  between  them  the  spaces  w.  The  osseous  corpus- 
cles of  these  bony  trabeculae  are  very  irregular,  and  placed  without 
order  ;  furthermore  parallel  osseous  lamelljB  are  not  seen  as  in  normal 
bone.  Nevertheless  these  trabeculae  are  solid,  and  contain  quite  a 
large  quantity  of  calcareous  salts. 

Figure  62  is  a  reproduction  under  a  higher  power  (250  diameters) 


1  Sooietfi  anatomique,  March,  1873,  p.  248. 
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Fiff.  61. 


"IS 


''fs^'S'  'if'jL  I'm/i 


Osteophyte  or  new  osteoid  tissue  from  the  tibia  of  a  sypliilitic  child.  Tho  osseous  trabeculse,  t, 
containing  tho  bone  corpuscles,  6,  have  betweou  them  spaces,  m,  filled  with  fibrils  of  fibrous  tissue, 
oval  and  small  cells,  «,  larger  round  cells,  c,  aud  fine  fatty  granules,  o.   X  1^0. 

of  the  osteoblasts  or  bone  cells  of  Figure  61  ;  it  shows  the  difference 
in  appearance  and  size  existing  between  the  bone-cells  b,  a,  and  o. 
But  that  which  is  most  abnormal  in  these  new  osseous  formations,  is 


A  portion  of  an  osseous  trabecula  from  tbo  same  preparation  as  Fig.  61.  The  bone  corpuscles, 
a,  6,  0,  are  very  irregular  both  in  shape  and  size  ;  o  aud  a  contain  each  a  cell  and  its  nucleus. 
X  250. 

the  presence  of  fibrous  tissue  in  the  place  of  medullary  tissue.  This 
fibrous  tissue  is  but  slightly  vascular,  and  is  characterized  by  delicate 
fibrillie  arranged  generally  in  a  parallel  or  concentric  manner ;  they 
are  continuous  with  the  osseous  trabeculpe  which  they  penetrate.  This 
tissue  contains  cells  which  are  sometimes  atrophied  or  withered,  as  at 
a,  Figure  62  ;  others  round  and  larger  as  at  c  ;  or  again  in  place  of 
cells  there  are  found  nothing  but  fine  fatty  granules  situated  in  fibrillar 
tissue,  as  at  o.  At  other  times  there  are  seen  at  the  margins  of  the 
osseous  trabeculse  large  cells  spread  out  or  flattened  against  the  trabe- 
culjB  and  about  to  become  osteoblasts.  The  irregular  ossification  takes 
place  here  entirely  from  the  periosteum  and  from  the  fibrous  tissue 
growing  from  it,  and  will  be  studied  in  connection  with  exostoses  of 
the  flat  bones. 
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This  structure  of  syphilitic  osteophytes  is  not  characteristic  of  the 
disease,  for  bones  affected  with  undoubted  rachitis  or  osteo-malacia, 
present  a  stage  in  which  thick  layers  of  osteoid  tissue  are  found  be- 
neath the  periosteum,  the  osseous  trabeculae  being  separated  by  fibrous 
tissue  containing  cells  and  occupying  the  place  of  the  marrow. 

Neither  is  it  a  matter  of  surprise  that  analogies  exist  in  the  minute 
structure  of  these  lesions  having  such  difterent  origins.  The  entire 
history  of  syphilis  furnishes  us  with  analogous  facts  ;  for  example, 
the  histological  processes  in  a  pustule  of  simple  ecthyma  and  in  a 
syphilitic  pustule  do  not  differ,  although  the  elementary  cutaneous 
lesion  is  not  evolved  in  the  same  manner ;  it  may,  however,  easily  be 
mistaken  for  syphilis  when  the  general  character  of  its  evolution,  and 
its  form  are  examined  by  the  naked  eye.  It  is  the  same  as  regards  the 
bones ;  the  minute  changes  taking  place  in  the  ossifying  cartilage 
may  be  the  same  in  syphilis  and  in  rachitis,  but  the  beginning,  the  ^ 
progress,  and  the  termination  are  different. 

The  anatomical  diagnosis  between  the  lesions  of  infantile  syphilis, 
and  those  of  rachitis  rests  upon  the  following  facts  :  In  the  first  stage 
of  syphilis  there  is  observed  an  exuberance  of  calcification  of  the  ossi- 
fying cartilage,  and  there  exist  peri-diaphyidc  osteophytes  which  do 
not  occur  in  rachitis.  In  the  second  period  of  rachitis  a  spongy  tis- 
sue is  formed  with  considerable  decalcification  of  the  bones ;  in 
syphilitic  bones,  on  the  contrary^  there  are  osteophytes  and  a  medul- 
lary softening  between  the  diaphysis  and  the  epiphysis,  an  epiphyseal 
separation.  Later  the  syphilitic  lesions  resemble  those  of  rachitis, 
and  according  to  Parrot  syphilitic  bones  become  rachitic.^ 

[The  chief  points  of  clinical  difference  between  the  bone-diseases 
due  to  rickets  and  those  of  syphilitic  origin  may  be  tabulated  as 
follows : — 

Syphilis  of  the  Bones.  Rickets. 

Swellings  show  themselves  very  soon  Rarely  hefore  six  months  ;  generally 

after  birtli.  still  later. 

Preceded  by  snuffles,  coryza,  and  cuta-  No  such  prodromata. 

neous  and  mucous  lesions. 

Cachexia  absent  or  moderate.  Cachexia  marked. 


['  At  the  debate  at  the  recent  Congress,  the  value  of  M.  Parrot's  researches  on 
the  early  osseous  lesions  of  syphilis  was  frankly  acknowledged,  but  his  contention 
that  all  rickets  is  the  outcome  of  syphilis  received  only  a  single  supporter.  It  is 
unquestionable  that  syphilitic  children  may  become  rickety,  but  the  flaw  in  M. 
Parrot's  reasoning  is  that  he  cannot  absolutely  exclude  factors  which  are  known 
in  non-syphilitic  children  to  have  induced  rickets.    See  Lancet,  Sept.  17,  1881.] 
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Syphilis  of  tiik  Bones. 
Circumscribed  tumors  on  frontal  and 
parietal  bones,  rarely  on  occiput. 

Ribs  not  markedly  aft'ected ;  swellings 
irregular. 

Disease  of  ribs  when  existent  not  ordi- 
narily coincident  with  that  of  other 
bones. 

Fontanelles  close  at  usual  period. 

Other  syphilitic  symptoms  present ; 
enlargement  of  phalanges,  metatarsal 
bones,  etc. 

There  is  an  exaggerated  calcification 
•which  causes  necrosis  of  the  new- 
formed  tissue,  and  a  consecutive  in- 
flammation, which  terminates  in  the 
separation  of  the  epiphyses. 

Accompanied  by  synovitis,  sinuses,  cu- 
taneous ulcers,  etc. 

Generally  disappears  by  resolution 
without  leaving  any  permanent 
change. 

Specific  treatment  useful. 
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Rickets. 

Cranial  bones  thinned  in  spots,  usually 
ujjon  the  occiput ;  thickened  at 
sutures. 

All  or  nearly  all  involved  ;  extremities 

symmetrically  enlarged. 
Nearly  always  so. 

Closure  delayed. 
Syphilitic  symptoms  absent. 

There  is  formed  a  soft  and  non-calcified 
osteoid  tissue. 


Little  external  or  surrounding  involve- 
ment. 

Usually  leaves  some  bending  of  shaft 
and  distortion  of  the  neighboring  joint. 

Of  no  benefit.] 


We  have  now  set  forth  our  present  knowledge  of  the  anatomy  of 
the  long  bones  in  infantile  syphilis,  taken  from  published  works,  and 
from  a  few  personal  observations  ;  but  it  must  not  be  thought  that  this 
pathological  anatomy  is  complete  ;  far  from  it.  Since  the  works  of 
Ranvier,  Wagner,  Waldeyer  and  Kbbner,^  Parrot,  Poucet,^  etc.,  have 
separated  these  lesions  fi'om  those  of  rachitis,  with  which  they  were 
unquestionably  confounded,  it  will  be  necessary  to  recommence  the 
study  of  the  lesions  of  rachitis,  eliminating  carefully  all  children  sus- 
pected of  syphilis.  It  is  only  by  this  means  that  Ave  can  arrive  at  an 
accurate  differentiation  of  syphilis  from  rachitis. 

The  symptoms  observed  during  life  regarding  the  long  bones,  con- 
sist, according  to  Parrot,  in  a  thickening  affecting  the  inferior  extrem- 
ity of  the  humerus,  or  the  internal  surface  of  the  tibia,  and  perceptible 
to  the  touch  ;  or  there  are  found  at  the  middle  of  one  or  of  several  of 

'  Waldeyer  and  Kiibnor,  Beitrage  zur  Kenntniss  der  hereditiiren  Knochen- 
Syphilis,  Virchow's  Archiv,  t.  Iv.  p.  3G7,  1872.    (See  page  285.) 

*  Poucet  has  presented  to  the  Socifite  Anatomique  (1874,  p.  118  of  Proceedings), 
nine  cases  of  osseous  lesions  in  syphilitic  children.    Twice  there  was  separation 
of  tlie  epipliyses  of  all  tlie  long  bones.    Twice  tliero  was  very  evident  racliitis. 
18 
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the  extremities,  hard,  olive-shaped  nodes,  corresponding  to  a  formation 
of  callus  following  a  fracture  of  some  of  the  lamellfe  of  the  diaphysis. 
There  may  even  exist  a  complete  fracture  in  the  continuity  of  a  limb. 
Analogous  nodes  are  also  perceptible  at  the  angles  of  the  ribs  and  at 
the  line  of  the  chondro-costal-articulations.  These  tumefactions,  like 
the  incurvatures  and  flexions  of  the  limbs,  are  symptomatically  the 
same  as  those  of  rachitis.  At  a  more  advanced  period,  when  the 
diaphysis  of  the  bone  is  separated  by  a  soft,  inflammatory  medul- 
lary tissue  from  the  epiphysis,  there  is  observed  what  Parrot  has  called 
the  pseudo-syphilitic-paralysis,  allied  to  that  due  to  the  separation  of 
the  epiphysis ;  the  children  have  no  power  of  movement,  the  motion 
of  the  diaphysis  upon  the  epiphysis  can  be  felt,  and  there  is  also  de- 
formity. The  formation  of  callus  in  such  cases  is  very  tardy,  not  to 
say  exceptional. 

[The  diagnosis  between  the  syphilitic  inflammations  resulting  in 
separation  of  the  epiphyses  and  those  due  to  non-specific  causes  may 
be  made  by  attention  to  the  folio wng  points  : — ^ 

Syphilitic  Osteo-peeiostitis.  Non-specific  Osteo-peeiostitis. 

Occurs  in  infants  under  three  months  of   No  instance  of  its  occurrence  in  children 

age.  under  one  year  of  age. 

History  of  syphih's  in  child  and  its    No  history  ot  syphilis;    sometimes  a 

parents.  history  of  traumatism. 

Implication  of  other  bones.  Usually  confined  to  one  bone. 

Coincident  with  the  development  of  the    Coexists  with  the   ossification  of  the 

shaft  of  the  bone.  epiphyses. 
Other  lesions  of  syphilis,  nodes,  skin    No  such  symptoms. 

eruptions,  etc. 

All  these  symptoms  mild.  Pain,  redness,  and  swelling  severe. 

Disease  sharply  localized.  Involves  neighboring  parts. 

Lymphatics  of  limb  unaffected.  Lymphangitis  present. 

Beneficial  effect  of  specific  treatment  if   No  such  effect.] 
given  early. 

Flat  Bones. — The  most  characteristic  lesions  of  infantile  syphilis 
aff'ecting  the  bones  are  those  of  the  bones  of  the  cranium,  described 
by  Parrot.  In  a  skullcap  taken  from  a  syphilitic  child  about  two 
years  of  age,  upon  whom  Th.  Anger  recently  made  the  post-mortem: 
there  were  seen  upon  the  frontal,  the  parietal,  and  the  occipital  bones 

'  This  table,  as  well  as  the  preceding  one,  has  been  compiled  chiefly  from 
Taylor's  Syphilitic  Lesions  of  the  Osseous  System  in  Infants  and  Young  Children, 
which  contains  more  information  on  this  important  class  of  diseases  than  any  other 
work  with  which  we  are  familiar. 
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flattened  bony  projections,  the  circumference  of  which  were  regularly 
circular,  and  the  surface  presented  in  each  instance  was  a  segment  of 
a  sphere  of  large  size  and  varying  thickness.  Their  color  and  their 
density  at  once  indicated  theui  to  be  exostoses.  But  the  superficial 
lamellae  and  the  trabeculre,  which  formed  these  tumors,  were  composed 
of  a  bony  tissue  less  resisting,  less  brittle,  softer  than  the  osseous 
tissue  of  the  adult.  The  thickness  of  these  exostoses  was  consider- 
able in  their  prominent  central  part,  reaching  three  or  four  millimetres 
or  even  more.  They  diminished  in  thickness  gradually  towards  the 
edge,  which  passed  insensibly  into  the  normal  bony  surface.  The 
periosteum  was  generally  thickened  at  the  surface  of  the  exostoses, 
and  adhered  to  them  in  such  a  manner  that  its  fibres  remained  at- 
tached when  we  endeavored  to  remove  it.  At  the  surface  of  the 
exostosis  there  were  vascular  apertures  which  transmitted  the  fibrous 
tissue  of  the  periosteum  and  the  vessels  of  the  osseous  canals. 

If  with  the  naked  eye  a  section  made  perpendicular  to  the  surface 
of  these  exostoses  be  examined,  the  arrangement  of  the  new-formed 
lamell?e  with  those  of  the  old  bone  can  be  compared.  Thus  in  the 
most  simple  case  of  exostosis,  such  as  is  represented  in  Figure  63, 
under  a  power  of  12  diameters,  we  have  a  cranial  bone  of  an  infant 


Fig.  63. 


Syphilitic  exostosis  of  tlic  cranium  from  a  cliild  tliroo  months  old.  Tho  internal,  d,  and  ex- 
ternal, c,  osseons  laminsc  of  tho  cranium  are  surmounted  by  now  osseous  laniiujc,  which  are 
situated  immediately  beneath  tho  periosteum,  and  are  separated  from  tho  external  lamiua;  below 
by  a  very  sharp  angle  ;  m.  m,  osseous  laminie  which  connect  the  suporllcial  laminai  of  the  exos- 
tosis with  the  external  laminio  of  the  bone  ;  n,  vascular  fibrous  tissue  which  fills  tho  medullary 
cavities.    X  12. 

of  three  months :  the  two  osseous  lamellaj  of  the  diploe,  the  internal 
table,  d,  and  the  external  table,  c,  are  separated  by  a  medullary 
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space.  At  the  edge  of  the  exostosis,  a  thin  new  osseous  lamina,/,  a 
product  of  the  periosteum  is  separated  from  the  external  table  at  an 
acute  angle.  Between  the  external  table  and  the  new-formed  lamellae 
the  sub-periosteal  connective  tissue  and  the  vessels  penetrate  ob- 
liquely. In  proportion  as  the  centre  of  the  exostosis  is  approached, 
the  new  osseous  laminae,/,/,  m,  are  further  separated  from  the  ex- 
ternal table,  and  the  prominence  of  the  tumor  increases.  There  exist 
between  these  two  osseous  laminas  medullary  spaces,  n,  filled  with 
fibrous  and  very  vascular  marrow  ;  the  new-formed  osseous  lamellae, 
w,  m,  directed  obliquely,  parallel,  or  horizontally,  to  the  osseous  sur- 
face, without  regular  order,  are  placed  between  the  external  lamina 
of  the  diploe,  and  the  periosteum,  which  latter  is  elevated  by  them. 
The  figure  shows  this,  and  also  the  section  of  the  vessels,  v,  of  the 
fibrous  marrow.  This  latter  tissue  consists  of  fibrillar  connective 
tissue  containing  a  large  number  of  round  and  elongated  cells.  The 
vessels  pass  through  the  middle  of  this  tissue.  In  this  case  the  old 
osseous  laminae  are  normal  and  the  marrow  contained  in  the  old 
medullary  spaces  is  simply  embryonic  and  not  fibrous  marrow.  It  is 
a  typical  case  of  recent  and  very  simple  cranial  exostosis. 

Figure  64  represents,  under  a  very  low  power  (6  diameters),  a 
section  of  this  same  exostosis  through  its  most  prominent  portion. 
The  internal  table  of  the  old  bone,  d,  is  the  only  one  preserved. 
This  sends  out  prolongations  or  new-formed  osseous  lamellae,  <?,  more 
or  less  regularly  arranged,  which  are  situated  between  the  old  in- 
ternal lamina,  d,  and  the  superficial  lamina  of  the  exostosis,  h.  In 
this  central  portion  of  the  exostosis,  which  is  evidently  the  older,  the 


Fig.  64. 


Section  of  the  thickest  part  of  Figure  63.  a,  periostoum  ;  &,  external  lamina  of  the  exostosis  ; 
e,  diirainator ;  d,  internal  lamina  of  the  cranial  bone.  The  lamina;,  c,  arranged  more  or  less  regu- 
larly, are,  as  well  as  the  lamlnte  J,  of  new  formations.   X  6. 

system  of  the  new-formed  osseous  lamellEe  is  united  Avith  the  old 
lamellae  in  such  a  manner  as  to  form  a  flat  bone  with  a  system  of 


SYPniLITIC  OSSEOUS  LESIONS   IN   NEW-BORN  CHILDREN.  277 

complex  lamclhie.  This  exostosis  presents  the  structure  of  a  thick, 
flat  bone  limited  on  each  of  its  surfaces  by  an  osseous  lamella. 

Examination  of  older  exostoses  from  the  cranium  of  a  syphilitic 
child  two  years  of  age,  showed  that  the  lesion  had  become  more  com- 
plicated, more  difficult  to  analyze.  In  sections  vertical  to  the  surface  of 
the  bone,  there  are  seen  in  the  region  near  the  periphery  of  the  exos- 
tosis, thin  laraellse  parallel  to  the  surface  and  superposed ;  in  the  thicker 
central  region  there  is  a  series  of  lamellae  most  frequently  placed  with- 
out any  particular  order,  except  under  the  pericranium,  where  they 
are  always  found  small,  thin,  and  parallel  with  the  surface  of  the  bone. 

In  these  thicker  parts  the  most  remarkable  feature  is  the  large 
medullary  canals,  full  of  red  marroAV,  and  directed  perpendicularly 
to  the  surface  of  the  bone,  which  enter  the  bone  at  the  periosteum, 
and  divide  into  horizontal  branches.  As  in  the  preceding  case,  it  is 
generally  easy  to  recognize  the  two  tables  of  old  bone,  which  are 
situated  at  the  inferior  part  of  the  section  ;  the  entire  exostosis  is 
peripheral,  and  is  beneath  the  pericranium. 

Figure  65,  which  was  drawn  under  a  power  of  fifteen  diameters, 
represents  the  edge  of  one  of  these  exostoses.    The  section,  which  is 


Fig.  65. 


Section  of  a  cranial  bono  of  a  child  two  years  old,  alTocted  with  conjronital  Kyphilis.  Tho  sec- 
tion passes  vertically  through  tlio  periphery  of  tho  exostosis.  The  canals  of  tho  diplofi,  m,  m,  are 
very  largo,  a.  Internal  lamina,  c.  Kxternal  lamina  of  tho  dipIoG.  b.  Part  of  tho  internal  lamina 
nearest  to  the  dura  mater,  m',  m'.  Largo  medullary  canals  interposed  lietween  the  old  hone  and 
tho  exostosis.  The  exostosis  is  located  botweeu  the  letters  h  and  m'.  This  exostosis  is  some- 
what laminated,  and  divided  into  parallel  lamellie,  which  run  in  the  direction  of  tlie  surface  of  tho 
hone,  and  are  separated  liy  horizontal  Haversian  canals,  I,  I,  which  anastomose  with  cacli  other 
and  commnnieate  with  tho  vessels  of  tho  periosteum  by  vortical  canals,  r,  r,  r.  Tho  direction  of 
the  osseous  lamella)  is  regular  only  in  tho  external  table  c.  X  l"- 


278 


SYPHILIS. 


perpendicular  to  the  surface  of  the  cranium,  shows  the  commencement 
of  the  exostosis.  In  the  almost  normal  portion  of  the  cranium,  which 
is  to  the  left  of  the  figure,  are  seen  the  two  tables  of  the  diploe.  The 
external  table  is  the  only  one  of  which  the  osseous  lamellae  have  pre- 
served in  part  their  regular  direction  parallel  to  the  surface  of  the 
bone  ;  the  internal  lamina  shows,  on  the  contrary,  even  with  this  low 
power,  a  stratified  condition  of  the  different  layers,  the  appearance  of 
which  is  almost  fibrous,  and  which  are  traversed  by  numerous  capillary 
vessels.  The  zone,  5,  of  this  lamina  is  directly  in  contact  with  the  dura 
mater.  The  new  osseous  layers,  superadded  to  the  external  lamina, 
extend  from  a  to  h.  The  lamina,  n,  is  superimposed  upon  the  external 
table  ;  it  is  thin  and  pierced  with  vascular  openings,  r.  Beneath  it  the 
most  superficial  portion  of  the  external  lamina  is  equally  vascularized, 
and  further  on  it  resembles  a  new  osseous  formation.  As  the  thick 
portion  of  the  exostosis  is  approached  there  is  seen  a  new  osseous 
lamina,  d,  which  rests  upon  the  other  two,  then  a  third,  7i,  and  so  on. 
The  vessels,  Z,  from  the  periosteum,  pass  with  the  fibrous  tissue  be- 
tween these  horizontal  laminae  which  they  separate,  and  run  in  a  direc- 
tion parallel  to  the  surface.  These  canals  are  narrow,  and  arc  united 
by  the  vertical  anastomosis,  r?-.  Owing  to  this  arrangement  the  new- 
formed  osseous  lamellae  at  the  edge  of  the  exostosis  have  the  appear- 
ance of  a  simple,  thick,  horizontally  laminated  layer,  with  horizontal 
and  vertical  osseous  canals. 

In  this  drawing  it  is  seen  that  the  pre-existing  medullary  canals,  m, 
m,  which  separate  the  two  tables  of  the  diploe,  are  very  large,  and 
that  their  edges  are  irregular.  From  these  large  canals  arise  on  all 
sides  very  numerous  osseous  canals,  especially  in  the  internal  lamina, 
which  is  traversed  by  capillary  vessels.  The  state  of  the  osseous 
marrow  in  these  large  and  small  canals  will  be  later  referred  to. 

When,  instead  of  studying  the  periphery  of  the  exostoses,  their 
most  prominent  central  portions  are  examined,  there  is  found  a  more 
complex  arrangement,  as  shown  under  a  low  power  in  Figure  66.  The 
pericranium,  p,  is  thickened,  fibrous,  and  dense.  The  two  pre-existing 
laminae  of  the  diploe,  the  external  lamina,  e,  and  the  internal  lamina, 
i,  are  still  recognizable  ;  this  last  has  preserved  its  relations  with  the 
dura-mater,  d.  But  the  external  lamina  is  divided  into  a  series  of 
horizontal  and  vertical  lamellae,  separated  by  large  medullary  spaces, 
lamellae  which  are  continuous  with  the  new-formed  lamellae  of  the 
periosteum,  and  which  occupy  the  upper  two-thirds  of  the  section. 
Beneath  the  periosteum,  there  exist  very  thin  and  generally  hori- 
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zontal  osseous  lamellse,  a,  c,  Z,  separated  by  narrow  vascular  canals, 
and  pierced  by  vertical  blood-channels.    In  this  cut  the  large  medul- 


Fig.  66. 


Section  of  a  thickened  part  of  an  exostosis  of  the  cranium  from  a  child  two  years  old.  p.  Peri- 
cranium, d,.  Dura  mater,  i.  Internal  lamina,  e.  External  lamina.  I.  Vertical  lamina,  a,  c. 
Very  thin  sub-periosteal  laminaj.  o,  o.  Large  vertical  medullary  canals.  X  Hi- 
lary canals  are  seen  containing  embryonal  marrow,  o,  o.  These  canals 
run  perpendicularly  from  the  periosteum,  conveying  the  vessels  as  far 
as  the  external  table  of  the  diploe,  and  sending  olf  laterally  horizontal 
divisions  into  the  neighboring  medullary  canals.  These  large  canals 
are  limited  by  the  osseous  trabeculae,  which  latter  have  the  same  ver- 
tical direction.  In  the  cranial  exostosis,  as  has  been  seen,  the  osseous 
lamellne  run  in  every  direction,  following  the  direction  of  the  blood- 
vessels. 

They  differ  from  the  exostoses  of  the  adult  in  that  they  present 
very  often,  if  not  always,  a  fibrous  condition  of  the  contents  of  the 
medullary  spaces,  comparable  to  that  which  is  found  in  the  syphilitic 
osteophytes  of  the  long  bones. 

Figure  67  represents  osseous  lamellas  situated  under  the  periosteum, 
and  constituting  a  part  of  one  of  these  exostoses.  The  osseous  tissue 
is  traversed  by  Sharpey's  fibres,  or  fibres  of  connective  tissue,  c?,  s,  s, 
which  pass  from  one  osseous  lamella  to  a  neighboring  one  in  crossing 
the  medullary  spaces.  Thus  the  two  favSciculi  of  fibres,  s,  completely 
cross  the  medullary  cavity,  h.  In  crossing  it,  they  send  fibrillar  pro- 
longations, which  anastomose  with  the  fibrillae  which  fill  the  medullary 
cavity. 

These  fibrillas  are  inserted  upon  the  osseous  lamellae,  and  pass  into 
the  interior  of  the  bone,  and  into  the  small  fissures  represented  at  c. 
The  medullary  canal,    does  not  contain,  in  this  preparation,  any  free 
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cells.  The  fasciculi  of  fibres  only  present  between  them  some  elon- 
gated and  atrophied  cells,  m,  at  b.    The  osseous  corpuscles  are  quite 


regular  in  their  form. 


Fig.  67. 


0~ 


~  -^2' 


Ti  :vusverse  section  of  an  exostosis  near  the  periosteum  from  a  child  two  years  old.  a.  Osseous 
lamina  beneath  the  periosteum,  o.  Osseous  corpuscles.  6,  6'.  Medullary-  canals  filled  with  a 
very  dense  fibrous  tissue  traversed  by  Sharpey's  fibres,  d,  d' ,  s,  s',  e,/.  The  very  thick  fibres,  s, 
divide  into  fibrils,  and  are  connected  to  the  fibrils  wliich  fill  the  space  left  between  the  osseous 
lamelhe.  Sharpey's  fibres  are  seen  to  pass  from  one  lamella  to  the  other,  m.  Elonifated  and 
shrunken  connective-tissue  corpuscles,  e.  Small  openings  in  the  osseous  lamella  which  contain 
fibrils  crossing  from  the  medullary  cavity,    X  100. 


This  figure  represents  a  most  intense  degree  of  the  fibrous  condi- 
tion of  bone  marrow.  Very  few  bloodvessels  are  found  here.  But 
between  this  condition  and  the  normal  marrow,  a  number  of  inter- 
mediate varieties  may  be  observed. 

Syphilitic  exostoses  of  the  cranium  in  new-born  children  are  very 
rich  in  the  fibres  of  Sharpey  and  in  fibrous  tissue.  The  new  osseous 
laraellie  are  traversed  by  it  in  every  direction,  and,  most  frequently, 
without  any  regular  order.  It  follows  from  this  that  the  ossification 
of  the  exostoses  is  from  the  periosteum,  both  in  the  long  bones  of  the 
limbs,  and  in  the  flat  bones  of  the  cranium,  and  that,  furthermore, 
the  more  or  less  intense,  interrupted,  and  renewed  inflammation 
which  prevents  the  ossification  is  not  of  a  nature  to  accompany  a 
regular  osteogenesis. 

In  order  to  demonstrate  thi^  irregularity  of  the  direction  of  the 
osseous  lamellae  and  of  Sharpey's  fibres,  a  portion  of  the  internal 
o.sseous  lamina  of  the  diploe,  at  the  surface  of  an  exostosis  of  the  cranium 
from  the  patient  of  Th.  Anger  is  shown  in  Figure  68.    In  this  figure 
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are  seen  large  medullary  spaces,  a,  a,  filled  with  embryonic  marrow. 
The  internal  lamina  of  the  diploe,  extending  from  b  to  I,  presents  every- 
Avhere  bundles  of  Sharpey's  fibres,  some  of  which  are  parallel  with 
one  another,  others  intercrossed  ;  they  unite  with  each  other,  sepa- 

Fig.  68. 


Section  of  the  internal  lamina  of  a  cranial  bone  from  an  exostosis  of  a  child  two  years  old. 
a,  a.  Large  medullai-y  canals  filled  with  foetal  marrow.  The  internal  lamina  extends  from  b  to 
I.  The  osscoas  trahecula,  e,  unites  the  internal  lamina  with  the  system  of  other  lamina;  of  the 
bone.  The  internal  lamina  is  traversed  by  Sharpey's  fibres,  the  direction  of  which  is  more  or 
less  irregular,  forming  parallel  and  intersecting  bands.  These  fibres  are  quite  large  at  c  and  s, 
in  all  that  portion  of  the  external  lamina  which  is  nearest  to  the  dura  mater  from  /to  1.  v. 
Vessels  which  traverse  the  fibro-osseous  lamina  and  send  capillaries,  t,  t,  to  the  dura  mater.  The 
bone  corpuscles,  o,  are  seen  cut  longitudinally  and  transversely  ;  they  vary  in  size  ;  for  example, 
those  in  the  island  2>  are  large.    At  to  is  seen  a  notch  due  to  a  rarefying  osteitis.    X  70. 

rate  from  each  other,  and  are  arranged  concentrically.  Their  direc- 
tion determines  the  arrangement  of  the  osseous  corpuscles,  o.  In 
that  portion  of  the  lamina  which  borders  on  the  dura  mater,  fi'om  s 
to  I,  the  fibres  of  Sharpey  are  very  large  and  very  distinct.  This 
portion  of  the  bone  is  probably  of  new  formation,  for  the  fibres  are 
all  of  the  same  age,  and  they  dilFer  as  regards  appearance  from  the 
rest  of  the  fibres  of  the  lamina.  In  this  portion  of  the  bone,  as  in  the 
entire  exostosis,  the  vessels,  v,  and  the  capillaries,  t,  come  from  the 
periosteum  and  from  the  dura  mater,  and  penetrate  the  medullary 
canals  after  having  passed  through  the  osseous  tissue.  Furthermore, 
and  it  is  an  important  fact,  the  bone  marrow,  contained  in  the  large 
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medullary  lacunae,  is  embryonic,  composed  of  round  cells.  In  addi- 
tion to  this  inflammatory  state  of  the  marrow,  there  are  seen  along 
the  canals  notches,  m,  filled  with  cells,  and  the  osseous  lamella)  at 
their  surface  ai"e  eroded,  which  indicates  a  partial  inflammation  of 
the  exostosis — a  rarefying  osteitis,  even  in  the  tissue  of  the  exostosis 
itself. 

After  the  histological  details  which  we  have  given  regarding  a  few 
of  the  facts  concerning  the  syphilitic  exostoses  of  young  children, 
which  we  have  observed,  we  must  not  suppose  that  we  are  familiar 
Avith  the  entire  history  of  the  development  of  these  exostoses,  although 
we  might  perhaps  be  excused  for  so  doing  if,  in  addition  to  these  facts, 
we  remember  and  rely  upon  our  knowledge  of  physiological  ossifica- 
tion. We  may  safely  believe  that  these  exostoses  are  developed  from 
the  periosteum  of  both  long  and  flat  bones,  like  the  normal  bone  itself, 
but  we  have  not  yet  followed  this  development  in  its  entirety.  As 
to  the  manner  of  termination  and  cure  of  exostoses  of  those  children 
who  live  to  become  adults,  science  is  still  less  advanced.  It  is  probable 
that  after  a  certain  number  of  inflammatory  attacks,  charactei'ized  by 
the  embryonic  state  of  the  marrow  contained  in  the  bony  canals,  and 
by  a  partial  absorption  of  the  lamellae,  the  process  terminates  in 
definite  ossification  with  a  normal  state  of  the  marrow,  but  we  are 
not  aware  of  authentic  observations  on  this  point. 

The  above  description  applies  entirely  to  cases  of  congenital  syphilis, 
that  is,  to  those  where  syphilis  has  been  evolved  and  has  aft'ected  the 
bones  at  the  same  time  that  physiological  ossification  is  going  on.  It 
is  perhaps  useless  to  remark  that  later,  when  ossification  is  completed, 
hereditary  syphilis,  which  may,  as  we  know,  show  itself  tardily,  afi'ects 
the  bones  as  does  acquired  syphilis. 

A  very  exhaustive  memoir  upon  the  histology  of  the  bones  of  syphi- 
litic children  by  H.  Wegner,*  made  from  a  great  number  of  autopsies 
at  the  Charitd  Hospital  of  Berlin,  is  here  given  in  abstract.  Three 
stages  of  alteration  of  the  long  bones  are  recognized : — 

1st  stage. — While  in  the  normal  state  the  boundary  of  the  hyaline 
cartilage  is  distinctly  marked  by  a  line  which  indicates  the  direct 
transformation  of  the  cartilaginous  tissue  into  a  spongy  tissue,  the 
unaided  eye  being  unable  to  distinguish  a  spongio-calcareous  layer  ;  in 
new-born  syphilitic  children,  on  the  contrary,  the  bones  are  seen  to 

'  Ueber  hereditare  Knoclien  Syphilis  bei  juugeu  Kindern,  Arcliiv  f.  patholog. 
Anatomie  and  Pliysiologie,  t.  L.  p.  305,  1870. 
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have  a  spongio-calcareous  layer  interposed  between  the  bone  and  car- 
tilage, measuring  two  millimetres  in  thickness.  This  layer  is  limited 
on  each  side  by  a  straight  or  undulating  line.  A  microscopic  examina- 
tion shows  that  this  lamina  is  only  a  zone  of  calcifying  cartilaginous 
tissue  more  extensive  than  in  the  normal  condition.  The  cartilage 
also  presents  collections  of  proUferating  cartilage  cells,  which  are 
larger  than  in  the  normal  state. 

There  is,  at  the  same  time,  a  very  active  proliferation  of  the  carti- 
lage, a  large  calcareous  incrustation,  and  an  arrest  of  ossification. 
This  abnormal  layer  is  somewhat  brittle  and  friable,  and  has  a  honey- 
combed appearance. 

2d  stage. — The  changes  are  more  distinct  and  extensive  ;  the  cal- 
careous infiltration  is  irregular,  and  may  reach  four  millimetres  in 
thickness.  Upon  the  side  of  the  cartilage  this  layer  is  prolonged  by 
papilla-like  calcareous  trabeculse,  which  are  frequently  united  at  their 
extremities. 

The  layer  of  hyaline  cartilage  nearest  the  bone  presents  here,  as  in 
rachitis,  a  bluish  appearance,  and  is  almost  difiluent.  The  trabeculse 
of  cartilage  are  proliferating,  the  cells  are  close  together,  and  the 
intercellular  substance  is  very  small  in  amount.  The  vessels  are  sur- 
rounded by  a  large  amount  of  fibrous  connective  tissue.  At  several 
points  there  is  developed  from  the  fibrillar  tissue  which  surrounds 
the  vessels,  and  from  the  cartilaginous  tissue  which  forms  the  wall  of 
the  vascular  canals,  an  osteoid  substance,  which  later  becomes  true 
osseous  tissue.  Thus  there  is  found  in  the  interior  of  the  cartilaginous 
canals,  where  there  should  only  be  cartilaginous  tissue,  trabeculoe  of 
true  osseous  tissue,  which,  in  a  longitudinal  section,  may  be  followed 
into  the  thick  spongioid  layer,  and  into  the  osseous  tissue  of  the  dia- 
physis. 

At  the  same  time  that  this  osteoid  tissue  is  formed  there  is  also 
seen  around  the  vascular  canals  of  the  cartilage  a  calcareous  incrus- 
tation of  the  cartilaginous  substance  and  of  the  cells.  This  incrusta- 
tion is  much  more  advanced  in  the  vascular  parts,  that  is,  nearer  the 
bone,  and  is  much  less  marked  as  the  hyaline  cartilage  is  approached. 
The  calcareous  walls  of  the  vascular  canals  present  a  papilla-like 
appearance,  the  papillae  arising  from  the  bone  and  terminating  by  free 
extremities  in  the  hyaline  cartilages,  or  they  are  united  to  neighboring 
papillae.  Tlie  perichondrium  is  calcified,  and  develops  beneath  it  true 
osseous  substance,  which  is  an  abnormal  condition.  The  second  stage 
is  then  characterized  by  an  exaggeration  of  the  changes  found  in  the 
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first  stage  ;  proliferation  of  the  cartilaginous  trabeculiB,  abundant 
calcification  of  the  cartilage,  too  early  and  irregular  ossification  of 
the  intercellular  substance  of  the  cartilage,  a  stationary  state  of  the 
normal  formation  of  bone  from  the  epiphyseal  cartilage. 

Sd  stage. — To  the  preceding  changes  of  the  cartilage  is  added  a 
thickening  of  the  periosteum  and  perichondrium  at  the  extremities  of 
the  long  bones  and  at  the  junction  of  the  ribs  with  the  costal  carti- 
lages. Again,  at  the  union  of  the  epiphysis  with  the  diaphysis,  the 
line  of  calcareous  cartilage,  homogeneous  and  hard  to  the  touch,  but 
still  friable,  is  limited  by  a  reddish-gray  or  yellowish  layer  of  puru- 
lent appearance.  The  medullary  tissue  of  the  diaphysis  is  grayer 
than  normal.  In  consequence  of  the  formation  of  this  soft,  almost 
liquid  layer,  between  the  epiphysis  and  diaphysis,  the  two  segments 
of  bone  are  separated ;  they  may  slide  one  on  the  other ;  the  two 
fragments  are  only  united  by  the  thickened  periosteum,  and  are 
completely  separated  when  this  membrane  is  divided. 

Upon  microscopic  examination,  the  intermediary  layer  between 
the  epiphysis  and  diaphysis  shows,  when  it  is  of  a  gray-pink  color,  a 
very  vascular  granulation  tissue,  formed  of  round  and  fusiform  cells. 
When  this  layer  presents  a  purulent  aspect,  it  consists  of  pus  cells 
with  a  fluid  intercellular  substance  and  granulation  tissue. 

Beneath  this  semifluid  layer  the  Cartilage  is  seen  very  decidedly 
in  a  condition  of  calcareous  infiltration.  There  is  no  proliferation  of 
cartilage  cells,  but,  on  the  contrary,  a  calcification  and  caseation  of 
these  cells.  After  decalcifying  this  cartilaginous  tissue,  the  nuclei 
are  found  shrivelled  amidst  fine  fatty  granules. 

To  repeat,  there  are  retardation  of  ossification,  calcareous  incrusta- 
tion of  the  cartilage,  want  of  nutrition,  atrophy  and  fatty-degenera- 
tion of  the  cells  of  the  cartilage,  which  form  between  the  epiphysis 
and  diaphysis  a  necrosed  mass  that  irritates  the  living  bone.  The 
inflammation  of  the  bone,  the  osteo-myelitis,  which  here  results,  occa- 
sions a  separation  of  the  epiphyses.  There  is  frequently  found  an 
inflammation  of  the  periosteum  of  the  entire  diaphysis. 

This  syphilitic  afi"ection  of  bones  begins  during  foetal  life,  and 
generally  involves  several  long  bones  at  a  time.  In  the  order  of 
frequency,  they  are  the  inferior  extremity  of  the  femur,  the  inferior 
extremity  of  the  humerus,  the  epiphyses  of  the  bones  of  the  forearm, 
the  superior  epiphyses  of  the  tibia,  femur,  and  fibula,  and,  finally,  the 
superior  extremity  of  the  humerus.  The  bones  in  which  growth  is 
most  rapid  are  those  most  predisposed  to  the  malady. 
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The  description  of  the  disease  and  its  seat  resembles  the  evolution 
of  rachitis.  Nevertheless  it  differs  in  its  macroscopic  and  micro- 
scopic examination. 

While  in  rachitis  there  is  a  soft  and  non-calcified  osteoid  tissue,  in 
this  disease,  on  the  contrary,  the  exaggerated  calcification  is  the 
cause  of  the  necrosis  of  the  new  formed  tissue  and  of  the  consecutive 
inflammation  which  terminates  in  the  separation  of  the  ei^iphyses. 
This  afiection  should  be  classed  in  the  group  of  degenerative  inflam- 
mations. 

Waldeyer  and  Kobner^  have  confirmed  the  histological  investiga- 
tions of  Wegner.  Their  conclusions  are  based  upon  twelve  cases. 
According  to  these  authors,  the  alterations  are  always  seen  by  the 
microscope  when  they  are  scarcely  visible  to  the  unaided  eye. 
Lesions  of  the  bones  of  the  cranium  and  cranial  gumraous  periostitis 
were  more  seldom  found  by  them.  Instead,  however,  of  considering 
with  Wegner  that  all  the  phenomena  which  occur  between  the  diaphysis 
and  epiphysis  are  due  to  an  osteo-chondritis,  Waldeyer  and  Kobner 
believe  them  to  arise  from  a  formation  of  syphilitic  granulations,  or, 
in  other  terms,  of  a  gummous  tissue.  They  compare  the  soft  tissue 
between  the  cartilage  and  bone  which  separates  the  epiphyses  to  em- 
bryonal tissue.  The  necrobiotic  changes  which  follow  at  a  later 
period,  the  vascular  lesions,  and  atrophy  of  the  cells  are  compared  by 
them  to  the  modifications  occurring  in  syphilomata.  From  studying 
the  method  of  ossification  along  the  cartilaginous  trabeculre,  they  con- 
clude that  the  irregular  ossification  and  the  few  and  irregular  osseous 
cells  may  be  developed  from  the  granular  fusiform  cells  which  are  met 
with  in  the  canals  of  the  cartilage.  Osteoblasts  are  not  here  seen 
regularly  arranged  in  contact  with  the  wall  of  the  canals,  as  in  nor- 
mal ossification. 

Waldeyer  and  Kobner  believe  that  rachitis  supervenes  later  as  a 
result  of  osseous  syphilis. 

The  symptoms  of  cranial  syphilitic  exostoses  of  new-born  children 
have  been  recently  described,  for  the  first  time,  by  Parrot,  who  re- 
gards them  as  an  incontestable  proof  of  syphilis.  -We  cannot  do 
better  than  quote  his  excellent  description.^ 

"  On  passing  the  hand  over  the  child's  head,  inequalities  are  felt, 

■  Beitrage  zur  Kenntniss  der  hereditiire  Knochen  Syphilis,  Vircliow's  Archiv,  t. 
Iv.  p.  367. 

*  Le9on3  sur  les  maladies  du  premier  ago.  Progres  Medicale,  No.  du  G  Juillot,  1878. 
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the  exact  situation  and  configuration  of  which  may  be  recognized  by 
a  more  careful  examination.  They  are  flattened  elevations,  spread 
out,  as  it  were,  of  variable  prominence  and  extent,  at  first  not  very 
large,  and  of  a  perfectly  circular  contour,  sometimes  increasing  in  size 
without  changing  shape,  but  more  frequently  elongated  in  one  or  two 
directions.  They  are  hard,  and  if  it  were  not  for  their  prominence, 
we  should  imagine  we  were  touching  healthy  portions  of  the  cranium. 
It  is  only  in  rare  cases,  when  the  pressure  Avhich  we  exert  on  their 
surfaces  is  considerable,  that  they  appear  to  be  endowed  with  a  cer- 
tain elasticity.  They  have  four  seats  of  predilection,  the  only  ones 
which  interest  us  clinically,  viz.,  the  two  frontal  and  the  two  parietal, 
in  the  neighborhood  of  the  bregma.  Ordinarily  they  are  symmetri- 
cally placed  in  regard  to  the  frontal  and  sagittal  sutures,  but  some 
times  they  are  found  either  entirely  in  front  of  or  behind  the  coronal 
suture,  or  very  unequally  developed  upon  the  right  and  the  left. 

"  These  differences,  however,  do  not  diminish  the  importance  of 
these  prominences  ;  it  is  sufficient  to  verify  in  one  the  characters  that 
have  just  been  considered  to  prove  its  syphilitic  origin. 

"  This  alteration  may  attack  all  the  peri-bregmatic  bones,  or  only 
a  few. 

"  In  the  first  case,  the  four  elevations  are  separated  one  from  the 
other,  by  ridges  which*  are  deep  in  proportion  to  the  height  of  the 
prominences.  They  correspond  to  the  sagittal  and  medio-frontal 
sutures,  and  to  the  coronal  suture.  Generally,  when  the  patient  is 
old  enough,  the  position  of  the  bregmatic  membrane,  completely 
ossified,  is  marked  by  a  fifth  projection  hard  and  lozenge-shaped, 
appearing  as  if  set  in  between  the  four  others,  and  circumscribed  by 
furrows,  which  seem  to  result  from  the  duplication,  at  this  point,  of 
the  two  inter-fronto-parietal  grooves. 

"In  some  cases  the  posterior  prominences  are  very  extensive, very 
prominent,  separated  by  a  deep  groove,  and  give  to  the  regions  they 
occupy  a  certain  resemblance  to  the  organs  termed  nates  by  the 
Latins  ;  it  is  on  account  of  this  that  I  call  the  cranii  altered  in  this 
way  natiforme. 

"  No  matter  how  slight  some  of  these  lesions  may  be,  it  suffices  to 
pass  the  hand  over  the  cranial  surface  to  recognize  them  ;  and  they 
may  frequently  be  seen  even  at  a  distance." 

[These  cranial  bosses  are  often  found  in  children  who  are  at  the  same 
time  syphilitic  and  rickety,  but  this  does  not  diminish  their  clinical 
significance,  which,  as  Paul  has  shown,  is  almost  pathognomonic] 
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[Syphilis  of  the  Terth.' — In  considering  tlie  conditions  of  the  teeth 
pathognomonic  of  syphilis  in  the  infant,  the  distinction  must  necessa- 
rily be  made  between  those  which  are  the  effect  of  heredity  and  those 
which  are  merely  congenital,  as  when  the  disease  is  acquired  by  the 
mother  during  gestation,  and  the  child  affected  in  utero,  or  when  the 
latter  is  poisoned  in  its  passage  through  the  maternal  soft  parts. 

The  term  "  germ  infection,"  or  "  sperm  infection,"  has  been  sug- 
gested by  Mr.  Jonathan  Hutchinson  to  signify  infection  of  the  child 
through  the  mother  or  father  respectively,  as  a  consequence  of  their 
blood-contamination  by  the  elements  of  syphilis  at  the  time  of  impreg- 
nation. 

In  congenital  syphilis  the  interference  with  all  the  developmental 
processes  is  likely  to  produce  irregularity  as  to  eruption  and  position 
of  the  teeth ;  incongruity  of  size,  individually  and  relatively  ;  a  soft 
and  friable  dentine  ;  an  opaque  and  chalky  enamel,  deficient  in  quan- 
tity  and  irregularly  deposited ;  and  a  consequent  proneness  to  decay. 
It  is  doubtful,  however,  if  there  are  any  signs  absolutely  diagnostic  of 
syphilis  in  the  teeth  of  the  first  dentition.  The  evidences  of  a  check 
in  development  by  interruption  of  nutrition  during  their  formative 
stage  may  depend  upon  other  causes,  and  are  of  diagnostic  signifi- 
cance only  when  associated  with  other  and  more  reliable  expressions 
of  the  disease.  Certainly  the  indications  of  hereditary  syphilis, 
which  in  the  permanent  set  are  generally  recognized  as  characteristic, 
are  never  met  with  in  the  first  dentition.  Malformed  teeth,  early 
erupted  and  early  lost,  are  frequently  associated  with  evidences  of 
syphilis  in  the  child,  and  result,  doubtless,  from  stomatitis  due  to 
that  disease.  The  effects,  however,  do  not  differ  materially  from 
those  produced  by  stomatitis  from  any  other  cause. 

The  exemption  of  the  teeth  of  the  first  dentition  from  the  evidences 
of  hereditary  syphilis  has  been  attributed  to  the  fact  that  their  calci- 
fication commences  in  utero,  at  a  time  when  specific  inflammations  are 
not  so  likely  to  take  place.  Mr.  Cartwright  ai-gues  that  the  teeth, 
like  the  hair,  being  dermal  appendages,  and  these  superficial  struc- 
tures being  most  affected  in  secondary  syphilis,  the  specific  poison 
which  lies  latent  in  them  during  intra-uterine  life  may  develop,  at  a 
later  period,  in  organs  formed  from  these  structures. 

Cachexia,  independent  of  specificity,  may  account  for  early,  late, 
or  defective  first  dentition,  as  well  as  for  various  abnormalities  in  the 
teeth  of  the  second  dentition.     Stomatitis,  whether  from  syphilis, 

['  The  note  on  syphilis  of  the  teeth  has  been  furnished  by  Dr.  J.  W.  White.] 
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mercury,  or  from  whatever  cause,  is  likely  to  register  itself  in  badly 
organized  teeth.  The  appearances  characteristic  of  syphilis  may 
also  and  frequently  do  exist  conjointly  with  defective  dental  struc- 
tures associated  with  and  depending  upon  rickets,  scrofula,  mercurial 
poisoning,  gout,  rheumatism,  etc.  Horizontal  furrows  across  the 
teeth  are  not  pathognomonic  of  syphilis,  but  are  due  generally  to  some 
interruption  of  nutrition  during  their  developmental  period — such  as 
is  caused  by  the  eruptive  fevers,  convulsions,  etc.  The  so-called 
mercurial  teeth  are  apt  to  be  seamed  horizontally,  to  be  irregular  in 
form,  craggy,  and  honeycombed,  and  of  an  unhealthy,  dirty  yellow 
color,  with  Avide  spaces  between  them,  the  teeth  seeming  too  small  or 
too  few  to  properly  fill  the  jaw.  In  these  teeth  there  is  also  apt  to 
be  a  deficiency  of  enamel,  Avhich  is  particularly  noticeable  in  the  sixth- 
year  molars  and  especially  on  their  cusps. 

All  malformed,  defective,  or  irregularly  aligned  teeth  are,  there- 
fore, not  to  be  regarded  as  indicative  of  a  syphilitic  taint,  and  great 
injustice  may  readily  be  done  by  want  of  discrimination. 

The  association  of  mercurial  with  syphilitic  teeth  is  naturally  of 
common  occurrence,  but  enough  cases  with  definite  histories  have 
been  observed  to  make  the  association  recognizable. 

ISTor  are  the  special  signs  on  the  teeth  which  are  considered  as 
demonstrative  of  syphilitic  taint  to  be  found  in  all  cases  where  known 
facts  might  justify  the  expectation,  nor  even  in  all  the  children  of  the 
same  parents.  Observation  indicates  that  the  special  signs  are  likely 
to  be  most  marked  in  the  eldest,  and  least  so  in  the  youngest  child. 
The  special  abnormity  is  valuable  as  a  diagnostic  sign  when  it  is 
present,  but  its  absence  does  not  prove  anything.  It  depends,  doubt- 
less, upon  inflammation  of  the  alveolar  processes ;  but  as  the  disease 
may  have  run  its  course  without  this  special  inflammation  having  been 
developed,  the  teeth  may  present  no  indications  of  syphilis.  There 
appears  a  tendency  in  each  case  of  syphilitic  heredity  to  some  special 
form  of  degeneration,  implicating  some  one  class  of  structures,  the 
serous,  the  connective,  the  vascular,  or  osseous  tissues,  the  mucous 
surfaces,  or  the  glandular  system.  The  predisposition  is  probably 
due  to  diathesis,  existing  cachexia,  or  special  environment. 

It  may  be  worth  while  to  note,  as  a  clinical  fact,  that  the  dental 
peculiarities  generally  acknowledged  as  of  syphilitic  origin  are  very 
uniformly  associated  with  interstitial  keratitis. 

The  characteristic  syphilitic  deformity  in  the  permanent  dentui-e, 
consists  of  a  peculiar  evidence  of  stunted  development,  especially  of 
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the  upper  central  incisors  ;  sometimes  of  the  canines  and  of  the  sixth- 
year  mohirs.  In  the  Latter,  there  is  a  dwarfing  of  tlie  cusps,  showing 
that  the  interference  was  during  the  deposit  of  the  first  formed  por- 
tion of  dentine. 

In  the  incisors,  however,  are  to  he  found  those  special  pathogno- 
monic indications  which  Mr.  Hutchinson  considers  so  reliable  that  he 
calls  these  the  "test"  teeth,  and  challenges  the  production  of  a  single 
case  of  these  "syphilitic  teeth"  without  syphilitic  antecedents. 
Hereditary  syphilis,  doubtless,  affects  to  a  greater  or  less  extent  all 
the  teeth,  but  not  so  uniformly  or  so  characteristically  as  to  afford 
decisive  evidence  of  the  taint.  When,  however,  the  unmistakable 
evidence  of  syphilis  is  shown  in  the  central  incisors  of  the  upper  jaw, 
the  other  teeth  are  likely  to  be  smaller  than  normal,  stumpy  in  ap- 
pearance, irregularly  set  in  the  arch,  with  spaces  between  them,  and 
to  have  a  stained,  dirty  appearance. 

The  special  pathognomonic  sign  in  the  incisors  is  a  want  of  nor- 
mal width  of  the  cutting  edges,  so  that,  instead  of  being  broader  there 
than  at  any  other  portion,  they  are  narrowed,  rounded,  and  have  a 
peculiar  crescentic  edge,  the  surface  of  which  is  inclined  upward  and 
forward,  instead  of  backward,  as  in  normal  teeth.  Besides  this  cres- 
centic edge,  they  are  likely  to  be  dwarfed  in  size,  to  stand  apart  and  to 
converge  toward  each  other.    The  cuts  illustrate  (Fig.  69)  a  pair  of 


Fig.  69.  Fig.  70. 


incisors  showing,  somewhat  exaggerated,  the  serrations  of  the  cutting 
edge  which  are  frequently  found  in  recently  erupted  normal  teeth,  and 
(Fig.  70)  a  pair  of  characteristic  syphilitic  incisors.  ,It  is  this  narrow- 
ing and  rounding  of  these  teeth,  and  the  crescentic  form  of  the  cutting 
edges,  together  with  the  modification  of  the  adjoining  teeth — also 
narrowed  and  rounded — which  gives  the  appearance  likened  by  Mr. 
Hutchinson  to  a  row  of  pegs  stuck  in  the  gums.  As  these  teeth  fre- 
quently project  but  half  the  normal  distance  from  the  gum,  the  simile 
of  a  row  of  pegs  is  descriptive.  This  appearance  must  not  be  con- 
founded with  the  saw-like  edges — serrations — of  the  incisors  when 
newly  erupted — a  condition  which  is  entirely  normal. 

The  points  of  the  crescentic  edges  and  the  points  of  the  adjoining 
19 
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teeth  are  generally  -worn  aAvay  between  the  ages  of  twenty  and  thirty, 
so  that  the  teeth  resemble  those  of  an  old  person,  as  though  worn  by 
long  service,  the  denture  appearing  at  thirty  years  of  age  like  that 
of  one  sixty  years  old. 

In  acquired  syphilis  inflammation  of  the  gums  is  occasionally  met 
•with,  but  not  accompanied  with  such  free  salivary  secretion  as  when 
the  peculiar  effects  of  mercury  are  exhibited  in  like  inflammation  ; 
the  gums  swell  and  ulcerate,  exposing  the  necks  of  the  teeth,  and 
unless  counteracted,  the  disease  involves  the  walls  of  the  alveoli, 
causing  loosening  of  the  teeth,  and  ultimately  necrosis  of  the  jaw.  It 
is  exceptional,  however,  for  the  disease  to  reach  the  alveolar  processes 
of  the  upper  jaw  unless  led  thereto  by  some  local  irritant,  and  still 
more  rare  to  find  such  effects  on  the  lower  jaw  without  some  predis- 
posing local  condition. 

Nodes  upon  the  periodonteum,  abscesses  at  the  roots  of  teeth  not  de- 
cayed, and  syphilitic  periodontitis  are  among  the  occasional  evidences 
of  syphilitic  infection.] 

Alterations  op  the  Tendons  and  Synovial  Membranes  in 
Syphilis. — The  tendons,  especially  the  large  tendons,  the  tendo  Achil- 
lis,  the  tendo  patellae,  the  tendinous  attachment  of  the  sterno-cleido- 
mastoid  muscle,  the  flexor  and  extensor  tendons  of  the  fingers,  etc., 
may  be  the  seat  of  diffused  or  circumscribed  gummata,  of  a  fibrous 
thickening  of  a  syphilitic  nature.  The  synovial  bursae,  and  in  par- 
ticular the  patellar,  more  rarely  those  of  the  serai-tendinosus,  of  the 
tuberosity  of  the  tibia,  of  the  olecranon,  etc.,  are  affected  in  the  same 
manner  (Verneuil,  Keyes).  The  wall  of  the  serous  sac  becomes  the 
seat  of  a  chronic  inflammation,  which  affects  the  fibrous  tissue,  and 
which  thickens  it ;  there  may  also  be  gummata  situated  in  the  peri- 
pheral connective  tissue.  At  the  same  time  there  is  observed  more  or 
less  abundant  effusion  into  the  serous  cavity. 

This  lesion  begins  and  progresses  slowly,  most  frequently  following 
contusions.  It  is  generally  mild,  unless  a  gumma  of  the  cellular  tis- 
sue makes  its  appearance  in  the  skin,  and  causes  an  ulcer,  which 
communicates  deeply  with  the  synovial  sac. 

["  Syphilitic  bursitis  attacks  the  tendinous  bursfe  more  frequently 
in  women,  in  contradistinction  to  gonorrhoeal  bursitis,  which  aflects 
most  the  opposite  sex.  Usually  there  is  a  pre-existing  gouty  or 
rheumatic  taint. ^    The  subcutaneous  bursas,  however,  seem  to  be 


['  Mauriac,  Ediii.  Med.  Journal,  vol.  xxi.  pp.  275-448.] 
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equally  aflFectcd  in  both  sexes,  although  as  traumatisms  sometimes 
act  as  exciting  causes,  this  equality  may  be  more  apparent  than  real, 
since  men  are  more  exposed  to  such  accidents  than  women. 

"  Diagnosis. — Syphilitic  bursal  diseases  occur  most  frequently 
during  the  tertiary  period,  although  occasionally  during  secondary 
syphilis,  and  their  recognition  must  depend  on  a  careful  consideration 
of  the  following  abstract  of  diagnostic  points  given  by  Fournier, 
since  there  is  often  no  incontestable  sign  of  syphilis  detectable. 

"  1.  The  history  of  a  primary  lesion.  2.  The  comparative  fre- 
quency with  which  such  diseases  occur  in  syphilitics,  especially  in 
■women.  3.  The  association  of  bursal  troubles  with  other  secondary 
manifestations  or  gummata  in  the  tertiary  period.  4.  The  presence 
perhaps  of  undoubted  specific  lesions  elsewhere.  5.  Symmetry  of  the 
lesions,  although  this  is  not  at  all  absolute.  6.  The  development  of 
the  disease  contempoi-aneously  with  other  lesions,  and  subject  to  the 
general  evolution  of  the  diathesis.  7.  The  absence  of  any  other 
assignable  cause.  8.  The  failure  of  ordinary  measures  and  the 
prompt  response  to  specific  treatment." 

Nancrede  describes  a  subacute  form  of  syphilitic  bursitis,  which  is 
excessively  rare,  and  occurs  during  the  beginning  of  the  secondary 
period.  The  pain  is  a  marked  symptom,  and  is  increased  by  pressure 
or  movement.  The  amount  of  efi"usion  is  small,  and  crepitation  is  felt 
when  the  tendon  moves  over  the  bursa.  It  lasts  about  a  week,  and 
may  terminate  in  the  chronic  form,  which  is  peculiar  to  the  secondary 
period,  and  occurs  much  more  frequently  than  the  former.  Its  de- 
velopment is  slow,  from  seven  to  ten  months.  The  local  symptoms 
do  not  differ  from  those  of  any  other  chronic  bursal  enlargement. 
The  melon-seed  bodies  found  in  ordinary  bursitis  are  not  met  with 
in  that  due  to  syphilis. 

G-ummata  of  the  bursje  are  seen  more  often  than  the  forms  of  specific 
bursitis  above  described.  They  present  symptoms  which  do  not  differ 
from  those  of  gummata  occurring  elsewhere,  viz.,  stages  of  formation,  of 
softening,  and,  if  permitted  to  take  a  natural  course,  of  ulceration.  They 
develop  very  slowly ;  the  situation  of  the  tumor  corresponds  to  that 
of  a  normal  bursa;  its  size  is  never  very  large,  seldom  exceeding  that 
of  a  hen's  egg,  but  from  irritation  it  may  be  temporarily  enlarged ; 
the  pain  is  slight,  or  entirely  absent;  its  consistence  is  firm,  elastic, 
and  non-fluctuating.    Tlie  skin  may  be  unchanged,  but  is  generally 

['  Chouet,  De  la  syphilis  dans  lea  Bourses  Sfireuses,  Paris,  1874.] 
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clark-red  in  color,  and  frequently  ulcerated  ;  the  ulcer  has  sharp-cut 
edges,  a  grayish  base,  and  discharges  a  sanious  fluid.  The  diagnosis 
depends  essentially  upon  a  specific  history,  the  inherent  characters  of 
the  lesion,  and  the  beneficial  effect  of  anti-syphilitic  treatment.'] 

The  articulations  are  sometimes  affected  with  chronic  arthritis  of  a 
syphilitic  nature,  to  Avhich  Richet  has  called  attention  in  his  excellent 
memoir  on  white  swellings.  The  arthritis  is  not  generally  primary, 
but  follows  syphilitic  alterations  of  the  tendons  or  ligaments  of  the 
bones,  or  of  the  cellular  tissue,  which  is  contained  in  the  folds  of  the 
synovial  membrane.  We  have  seen  several  specimens  of  these  arth- 
ropaties,  but  we  never  have  had  occasion  to  examine  them  anatomi- 
cally. 

Autopsies  showing  the  aifection  are  uncommon,  for  none  are  men- 
tioned in  the  memoir  of  Richet,  nor  in  the  thesis  of  Voisin  on  the 
same  subject ;  indeed,  we  know  of  but  one,  the  very  important  autopsy 
reported  by  Lancereaux.  There  existed  in  the  right  knee  a  yellowish- 
gray  mass,  elastic,  of  a  gummous  nature,  four  centimetres  in  thickness, 
occupying  a  portion  of  the  tendo  patellae,  the  fatty  cushion  situated 
behind  the  synovial  bursa  and  all  the  fibrous  tissues  inserted  about 
the  tibia.  A  lesion  of  the  same  nature,  but  less  extensive,  was  seen 
in  a  similar  situation  in  the  left  knee.  Besides  these  characteristic 
gummous  formations,  there  were  also  synovial  eff'usion,  inflammatory 
thickening  of  the  synovial  membrane  and  erosion  of  the  cartilages. 
It  is  difiicult  to  say  what  the  anatomical  alterations  of  the  joint  have 
been  in  cases  which  end  in  recovery.  But  as  palpation  of  the  articu- 
lation of  the  knee,  which  is  the  most  frequent  seat  of  this  arthritis, 
renders  perceptible  soft  masses,  elastic  or  indurated  points,  or  even 
hard  borders  at  the  sides  of  the  patellar  ligaments,  or  in  the  synovial 
folds,  we  can  imagine  that  the  synovial  membrane  is  afifected  in  such 
cases  by  fibrous  or  gummous  neoplasms. 

After  the  knee,  Avhich  is  the  most  frequent  seat  of  syphilitic  arth- 
ritis, come  the  elbow-joint,  hip,  instep,  shoulder,  wrist,  and  infei'ior 
maxilla.  Arthritis  is  generally  confined  to  a  single  joint,  but  it  may 
show  itself  in  both  knees. 

The  symptoms  consist  in  a  tumefaction  of  the  articulation  in  conse- 
quence of  an  inflammatory  eflusion  into  the  synovial  membrane.  Thus, 
for  example,  the  knee  is  SAVollen,  and  there  is  detected  a  moderately 

['  Abstract  from  article  on  "  Syphilitic  Affections  of  the  Bursse."  International 
Encyclopjedia  of  Surgery,  vol.  ii.] 
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large  quantity  of  liquid.  Palpation  gives  the  sensation  of  an  elastic 
putfiness,  less  liquid  than  in  hydrarthrosis,  and  a  sensation  approach- 
ing that  experienced  in  the  palpation  of  a  white  swelling.  Sometimes 
indurated  points  or  nodes  can  be  felt.  The  pain  is  ordinarily  slight, 
often  is  greater  at  night  than  in  the  daytime  ;  movement  of  the  limb 
is  generally  difficult  or  impossible. 

The  diagnosis  usually  cannot  be  made  without  taking  into  consider- 
ation the  syphilitic  antecedents  and  contemporary  manifestations. 
There  would  assuredly  be  ground  for  considerable  doubt  in  a  great 
number  of  cases  between  a  white  swelling  and  a  syphilitic  affection. 
The  employment  of  the  iodide  of  potassium  will  then  serve  as  a  crite- 
rion in  a  difficult  case  when  Ave  suspect  syphilis,  Avhether  in  an  adult 
or  in  a  child. 

Syphilitic  arthritis  of  ordinary  intensity  is  rapidly  benefited  and 
cured  by  the  iodide  of  potassium. 

[Syphilitic  Dactylitis  occurs  at  various  periods  of  the  disease, 
and  in  two  varieties.  One  of  these  appears  usually  in  the  late  secon- 
dary stage,  and  involves  chiefly  the  periosteum  and  the  fibrous  and 
integumentary  tissues  surrounding  a  joint,  usually  a  metacarpo-  or 
metatarso-phalangeal  articulation,  involving  a  phalanx,  and  is  cha- 
racterized by  slow,  almost  painless,  swelling  and  discoloration  of  the 
affected  member.  This  is  due  to  a  gummous  infiltration,  which,  upon 
subsiding,  leaves  the  finger  or  toe  temporarily  stiff,  but  not  perma- 
nently disabled. 

The  second  form  is  a  specific  osteo-myelitis  with  accompanying 
inflammation  of  the  periosteum,  and  appears  from  five  to  fifteen 
years  after  the  infection  with  syphilis.  It  is  chiefly  limited  to  these 
structures,  the  integument  being  but  seldom  involved  ;  erosion  of  the 
neighboring  articular  cartilages  often  takes  place  ;  all  the  ligaments 
and  the  capsule  of  the  articulation  become  thickened,  and  its  func- 
tion is  frequently  entirely  lost. 

The  absence  of  acute  inflammatory  symptoms  in  the  subcutaneous 
variety  of  dactylitis  enables  us  to  diagnose  it  from  paronychia, 
whitlow,  and  gout.  Rheumatoid  arthritis  begins  in  the  joints,  is 
associated  with  other  symptoms,  deformity  of  the  fingers  comes  in 
early  in  the  disease,  and  the  sheaths  of  the  tendons  are  involved. 

The  second  variety  might  be  taken  for  enchondroma  or  exosto- 
sis, but  these  swellings  involve  only  a  limited  portion  of  the  bone, 
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increase  very  slowly,  and  present  dense,  circunnscribed  tumors.^  Dr. 
Taylor^  thus  indicates  the  rules  for  pi'ognosis  : — 

"  The  prognosis  of  this  affection  of  the  fingers  and  toes  depends 
entirely  upon  the  accuracy  of  the  diagnosis,  and  to  a  certain  extent 
upon  the  period  at  which  it  is  recognized,  and  in  the  event  of  its 
being  correct,  and  as  a  consequence  an  appropriate  treatment  being 
instituted,  it  may  be  stated  to  be  good,  for  the  final  impairment  of 
the  members  is  not  so  great  as  to  cause  utter  uselessness.  But  if  the 
origin  of  the  lesion  is  not  recognized,  the  chronic  enlargement  of  the 
bone,  the  chronic  hydrarthrosis  with  crepitation,  or  the  latter  symp- 
tom combined  with  chronic  capsular  thickening,  might  lead  the 
unwary  surgeon  to  pronounce  an  unfavorable  prognosis,  and  perhaps 
to  institute  unnecessary  operative  procedure.  The  treatment  is  that 
of  late  syphilis,  the  use  of  iodide  of  potassium  either  alone  or  com- 
bined with  a  mercurial.     The  combination  always  answers  best  in 

['  Ml-.  Deakin,  in  the  Indian  Medical  Gazette,  May  1,  1878,  tabulates  the  diag- 
nostic points  somewhat  as  below  : — 


Syphilitic  dactylitis. 


Enchondroma. 


Phrtlanges;  metacarpal  Metacarpal  bones 
bones  »nd  neighbor-  plialunges. 
ing  articulations. 


and 


Affpcts  the  compact  tis- 
sue (shaft  of  bone)  ; 
periosteum  ;  couuect- 
ive  tissue. 

Occurs  as  a  rule  during 
adult  life. 

Skin  thickened  enchou- 
droniatous   like,  or 
red,  tense,  glistening, 
tendency  to  ulcerate. 

Kounrtish,  diffused 
swelling. 


Varying  from  hard  to  Usually  firm, 
soft. 

Pain  not  severe,  often  Painless. 

less  on  pressure, worst 

at  night. 
If  tertiary,  rarely  sym- 

mptrical. 
Tends  to  suppurate. 
Buns    a  rather  acute 

course. 

Accompanied  by  speciflcj  General  health  good; 
cachexia.  ..      no  syphilis 


Usually  within  sub- 
stance of  bone  which 
encases  growth. 

Adolescence,  during 

growth  of  bone. 
Not  involved. 


Clearly  circumscribed, 
not  involving  joint. 


Often  symmetrical. 

To  ossify. 
Usually  chronic. 


Single  or  few  in  num- 
ber. 

Rapidly  improved,  if 
not  di-persed,  by  spe 
ciflc  treatment. 


Mul  Iple. 
Not  affected. 


Exostosis. 


Junction  of  shaft  and 
epiphysis,  points  of 
muscular  attachment. 
Dorsal  surface  last 
phalanx  great  toe.  .. 

Often  with  ossification 
of  epiphyseal  carti- 
lage. 

Adolescence.  .. 
Not  involved. 


Clearly  defined,  broad 
and  flat,  or  peduncu- 
lated. 

Hard. 

Painless,  unless  nerve 
involved. 

Often  symmetrical. 

To  eburnate. 
Chronic. 

General  health  good. 


Single. 

Not  affected,  as  a  rule. 


strumous  disease  of 
boue. 


Carpus  and  tarsus. 


Cancellous  tissue  and 
synovial  membrane. 


Childhood. 

N.ot  affected  in  early 
stage. 


Uniform  enlargement 
of  articular  ends. 

Soft,  doughy. 

Slight  ;-wanting  at  first. 


To  suppurate. 
Chronic. 

Strumons  diathesis  (i. 
e.,  a  tendency  to  sup- 
purative iuflamnia- 
tions) . 


Mercurials,  as  a  rule, 
injurious,] 


«  On  Dactylitis  Syphilitica,  New  York,  1871. 
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cases  where  there  is  a  coexistence  of  tegumentary  lesions,  but  when 
these  are  strictly  osseous  and  ligamentous,  our  chief  reliance  is  upon 
the  iodide,  and  we  can,  if  that  is  inefficient,  add  the  mercury. 
When  the  parts  are  very  much  distended,  a  minute  incision  may  be 
necessary."] 
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CASE  X. 

Syphilitic  arthritis. 

F.  A.,  a;t,  35,  seamstress,  admitted  to  the  Lourcine  Hospital  July  11, 
1878,  bed  No.  4.  Syphilis  seemed  to  have  begun  with  this  woman,  in 
February,  1869,  by  a  very  intense  sore  throat,  followed  by  an  eruption  of 
large  mucous  patches  on  the  lips.  Tlie  latter  continued  two  months. 
About  April,  1870,  there  appeared  upon  the  genital  organs  an  eruption  of 
confluent,  very  painful  mucous  patches,  with  considerable  oedema  of  the 
labia  majora.  At  this  time  the  patient  entered  the  hospital,  under  the 
care  of  Pean.  Besides  these  patches,  she  then  had  an  eruption  of  large 
papules  upon  the  trunk,  legs,  arms,  and  palmar  surfaces  of  tiie  hands. 
Slie  remained  six  months  in  the  hospital,  and  was  given  pills  of  protiodide 
of  mercury,  sulphur  baths,  quinine,  and  iron.  When  she  left,  the  papules 
had  partly  disappeared,  and  the  mucous  patches  were  entirely  cured. 

For  two  months  the  patient  remained  well,  after  this,  she  felt  in  the 
bones  of  the  legs  and  thighs  extremely  sharp  pains,  especially  at  night, 
occasioning  much  loss  of  sleep.  No  similar  pain  in  the  clavicles,  head,  or 
arms ;  no  headache.  She  again  entered  the  hospital.  At  this  time  she 
had  the  itch.  Upon  the  legs,  buttocks,  and  thighs  were  also  seen  large 
red,  ])ainful  pustules ;  these  were  cauterized  with  nitrate  of  silver.  The 
eruption  secreted  a  very  profuse  amount  of  sei'um  ;  she  now  remained 
nine  months  in  the  liospital,  and  left  entirely  recovered. 

During  the  three  following  years  the  patient  remained  well  witii  the 
exception  of  an  eruption  of  psoriasis  upon  the  palms  of  the  hands,  the 
elbows,  and  knees.  There  was  also  an  entire  loss  of  hair  from  the  whole 
body.  That  of  the  scalp  had  partly  returned,  but  elsewhere  it  had  not 
reappeared.  During  her  several  sojourns  in  the  hospital,  mercui-ial  treat- 
ment had  been  employed. 

Present  condition,  1878.  The  face  is  pale,  the  skin  elsewhere  not 
colored,  the  emaciation  considerable.  There  is  some  gastric  disturbance. 
Pulse  frequent.  Appetite  almost  lost.  General  feebleness.  Intense 
headaclie.  Some  vertigo.  The  predominant  phenomenon  is  a  very 
acute  pain  in  the  knees  which  renders  walking  difficult ;  tliis  symptom  has 
been  present  for  the  past  two  months. 

The  left  knee  is  larger  than  the  right.  There  is  no  change  in  the  color 
of  the  skin.  Upon  the  external  surface  of  the  articulation  on  the  left 
side,  there  is  seen  a  very  appreciable  swelling,  especially  when  the  knee  is 
bent.  By  pressure  there  is  felt  a  soft  resistance,  somewhat  fluctuating, 
which  appears  due  not  only  to  fluid  in  the  joint,  but  also  to  fungosities 
(fungous  growths).  On  the  right  side  the  fluctuation  is  more  evident,  the 
movement  of  the  patella  is  better  felt.  Flexion  of  the  knees  is  painful ; 
even  when  quiet  the  pain  is  acute.  There  are  seen  some  exostoses  on  the 
tibia  and  ulna.  No  otlier  syphilitic  manifestations  are  present.  The 
patient  was  ordered  iodide  of  potassium. 

August  5th.  The  left  knee  is  of  the  same  size  as  the  right ;  but  the 
skin  is  wi-inkled.  The  patella  is  here  more  movable  than  tlie  right. 
There  still  remains  a  little  fluid. 

IMie  patient  left  the  hospital  recovered  in  September. 
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CHAPTEK  X. 

SYPHILIS  OF  THE  NERVES  AND  NERVE  CENTRES. 

Lesions  of  the  pia  mater — Inflammation  and  gummata — Lesions  of  the  brain — 
Large  gummata  —  Their  pathological  anatomy — Symptoms  and  diagnosis — 
— Their  seat — Small  gummata — Their  relation  to  the  vessels — Syphilitic  in- 
flammation of  the  arteries  of  the  brain — Syphilitic  lesions  of  arteries — Symp- 
toms of  cerebi-al  syphilis — Syphilis  of  the  spinal  cord — Locomotor  ataxy — 
Diagnosis  and  prognosis  of  cerebral  syphilis. 

In  treating  of  the  vegetations  and  gummata  which  ai*e  developed 
on  the  external  or  periosteal  surface  of  the  dura  mater,  it  was  men- 
tioned that  they  frequently  coexist  with  pseudo-membranous  patches 
upon  its  internal  surface.  There  are  a  certain  number  of  recog- 
nized symptoms  which  are  probably  due  to  the  presence  of  gummata 
upon  the  internal  surface  of  the  dura  mater.  Of  all  the  cerebral  and 
spinal  membranes  the  dura  mater  is  the  one  which  is  most  frequently 
the  seat  of  tertiary  syphilis,  chiefly  owing  to  its  intimate  connection 
with  the  cranial  bones,  which  are  so  often  affected  with  this  disease, 
and  towards  Avhich  it  bears  the  relation  of  a  periosteal  lining.  The 
symptoms  produced  by  inflammation  and  by  gummata  of  the  dura 
mater  are  often  mistaken  for  those  of  chronic  osteitis,  or  of  gummata 
of  the  cranial  bones,  and  as  the  internal  surface  of  this  membrane,  in 
contact  with  the  pia  mater  and  with  the  surface  of  the  brain,  is  fre- 
quently attacked  at  the  same  time,  it  follows  that  this  complication 
manifests  itself  by  various  cerebral  symptoms  ;  intense  cephalalgia, 
trembling,  dulness,  intellectual  torpor,  loss  of  memory,  and  coma. 

Besides  these  peri-encephalic  lesions,  the  pia  mater  and  even  the 
brain  substance  and  spinal  cord  may  be  the  seat  of  sclei'osis  or  of 
gummata. 

The  pia  mater  presents  two  varieties  of  lesions:  — 
1st.  A  chronic  inflammation,  followed  by  fibrous  thickening  and 
by  adhesions  to  the  surface  of  the  brain.  Cases  have  been  recorded 
in  which  this  fibrous  tliickening  of  the  pia  mater  has  been  very  wide- 
spread, producing  a  manifest  compression  of  the  nerves,  and  a  sclerotic 
condition  of  the  walls  of  the  vessels  within  the  membrane. 
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2d.  Gummata,  lesions  much  more  characteristic  than  the  foregoing. 
Lancereaux  has  seen  in  the  pia  mater,  situated  beneath  the  bone,  a 
tumor  the  size  of  a  cherry-stone,  and  which  was  hard,  dry,  slightly 
vascular,  grayish  in  color  at  its  periphery,  and  yellow  in  the  centre. 
The  gummata  of  the  pia  mater  should  not  be  mistaken  for  tubercles 
of  this  membrane,  for  the  latter  seldom  or  never  attain  so  great  a 
size. 

Lesions  of  the  Beain. — G-ummata  of  the  brain  and  their  ana- 
tomical results  have  been  admirably  described  by  Virchow  in  his  work 
on  constitutional  syphilis,  and  in  his  lectures  on  tumors. 

The  works  of  Lagneau,  Zambaco,  Grros,  and  Lancereaux  contain  a 
large  number  of  observations  upon  nervous  syphilis. 

Cerebral  gummata  may  be  found  in  two  forms :  — 

1st.  As  large  gummous  masses  developed  upon  the  surface  of  the 
brain,  within  the  convolutions,  and  in  the  gray  substance  or  encroach- 
ing upon  the  white  substance,  and  usually  attacking  the  base,  the 
cerebral  peduncles,  the  pons  Varolii,  and  the  optic  tract.  These 
tumors,  which  are  ultimately  associated  with  the  brain  substance  are 
generally  multiple  and  of  various  dimensions.  They  are  also  found 
upon  the  cerebellum  and  upon  the  superior  surface  of  the  cerebrum. 

2d.  In  the  form  of  smaller  nodules  accompanying  the  cerebral 
arteries,  and  in  particular  the  sylvian  (middle  cerebral)  arteries. 

These  two  varieties  of  syphilitic  lesions  do  not  differ  materially  in 
a  histological  point  of  view,  as  regards  their  structure  ;  but  their  evo- 
lution is  slightly  different,  and  the  last  are  generally  accompanied  by 
endarteritis,  which  results  in  a  limited  anaemic  softening  of  the  brain. 
In  these  cases  the  symptoms  of  arteritis  are  predominant.  An  ac- 
count of  the  syphilitic  alterations  of  the  cerebral  arteries  will  be  given 
in  its  proper  place. 

A. — Large  gummata  of  the  brain  surface  possess  pex'fectly  distinct 
characteristics  when  examined  by  the  naked  eye.  The  two  figures, 
(Nos.  73  and  74)  which  refer  to  a  case  of  Coyne  and  L^pine,^  from  the 
clinic  of  Prof.  S^e,  represent  two  flattened  tumors,  one  of  two,  the  other 
of  three  centimetres  in  diameter,  both  upon  the  right  inferior  aspect  of 
the  pons,  and  two  other  tumors  resting  upon  the  optic  tract  of  the  left 
side.     These  tumors,  which  are  situated  on  the  surface  of  the  ner- 

'  Coyne,  Contributions  to  tlie  Study  of  Cerebral  Syphilis.  Journal  of  "  Cou- 
naissances  Medicales,"  1878,  Nos.  17,  18,  and  20. 
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vous  substance,  penetrate  deeply  into  the  nervous  tissue,  as  is  shown 
in  Fig.  74,  which  represents  a  section  of  the  pons  at  the  seat  of  one 
of  them.  These  tumors,  which  are  precisely  of  the  same  nature  as 
those  observed  by  Charcot  and  Gombault,^  and  by  Lancereaux,^  in 
another  series  of  analogous  observations — present  generally  a  den- 
tate border,  the  projections  of  which  extend  between  the  fasciculi  of 
the  nerve  fibres.  The  surface  of  these  tumors  presents  two  zones,  a 
peripheral  one,  semi-transparent,  without  color,  or  pinkish  and  vas- 
cular ;  the  other,  which  is  large  in  size  and  central  in  situation,  is 
opaque,  yellowish-gray,  dry,  and  hard.  .  The  surface  of  the  tumor 
is  at  times  sliglitly  prominent,  in  other  cases  somewhat  depressed. 
This  last  condition  is  due  to  atrophic  degeneration  of  the  cells  at  the 
central  point.  The  lesion  taken  in  its  entirety  constitutes  a  consider- 
able mass,  denser  than  the  surrounding  tissue,  and  forming  a  tumor 
which,  in  its  development,  can  be  recognized  by  the  naked  eye  as  well 
as  by  microscopic  examination.  ■  These  formations  are  hard,  solid, 
and  of  a  density  analogous  to  that  of  the  cerebral  sclerosis  sometimes 
found  associated  with  the  brain  atrophy  of  cretins  and  idiots.  In  the 
sclerotic  condition,  however,  the  morbid  tissue  retains  the  shape  of 
the  convolutions,  while  hei'e  we  have  isolated  tumors. 

The  pia  mater  is  usually  adherent  to  these  tumors  by  an  inflamma- 
tory fibrous  tissue,  and  it  is  generally  thickened  at  their  summits. 
The  microscopic  examination  of  the  tumors  reveals  numerous  round 
cells  of  new  formation,  such  as  have  already  been  considered  in  treat- 
ing of  the  gummata  of  the  skin  and  periosteum,  and  a  structural  for- 
mation analogous  to  that  of  these  gummata,  but  modified  by  the  nature 
of  the  tissue  in  which  they  ai'e  developed. 

The  peripheral  zone,  which  passes  imperceptibly  into  the  normal 
nervous  tissue,  presents,  in  fresh  specimens,  or  after  maceration  during 
two  or  three  days  in  Aveak  chromic  acid  solution,  the  elements  of  the 
neuroglia,  and  round  or  embryonic  cells. 

Thin  sections  made  after  complete  hardening  and  staining  with  car- 
mine, mounted  in  Canada  balsam,  show,  especially  at  the  periphery 
of  the  gumma,  numerous  sections  of  normal  nerve-fibres.  In  these 
prepared  specimens,  as  well  as  in  those  examined  in  the  fresh  state, 
the  cellular  elements,  just  as  in  the  cases  of  Charcot  and  Gombault, 

'  Charcot  and  Gombault,  Notes  on  a  Case  of  Disseminated  Lesions  of  the  Nerve 
Centres  in  a  Syphilitic.    Archives  of  Pliysiology,  1873. 
*  Lanceruaux,  Theoretical  and  Practical  Treatise  on  Syphilis,  p.  350. 
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as  well  as  in  those  of  Coyne  and  Lepine,  assumed  the  form  of  stellate 
bodies  described  by  Jastrowitch  (spider-shaped  cells).  These  cells 
contain  a  large  nucleus,  and  a  certain  quantity  of  protoplasm,  which 
continues  into  the  extremities  of  the  cell  through  the  branching, 
rigid,  refracting,  prolongations,  which  are  scarcely  stained  by  car- 
mine. Alongside  of  these  cells  others  are  found  which  have  an 
oval  nucleus,  and  a  gramilar  protoplasm  without  prolongations.  There 
also  exist  a  number  of  small  round  cells.  These  elements  are  situ- 
ated in  the  midst  of  the  reticulated  tissue  of  the  neuroglia.  The 
round  and  oval  cells  are  often  collected  together  in  groups  (Fig.  71). 


[Fig.  71. 


Syphilitic  lesion  of  the  nerve  centres.  A.  Elements  from  B.  o.  Branched  cells  (spider-shaped 
cells)  much  enlarged,  helonging  to  the  neuroglia.  6.  The  same  elements  granulo-fatty.  B. 
Portion  of  a  thin  section  through  a  small  syphilitic  nodule  in  the  cortex  of  the  brain,  a.  Exter- 
nal zone  nearly  normal,  in  which  enlarged  stellate  cells  are  scattered  among  the  nerve  fibres. 
6.  Middle  zone,  almost  exclusively  constituted  by  largo  branched  colls,  mingled  with  a  few 
round  cells,  d.  Bloodvessel,  partly  covered  by  a  mass  of  granular  cells,  e.  Central  portion  of 
nodule,  consisting  of  round  granular  cells.    (Charcot  and  GombauU.)  ] 

From  the  preparations  of  Coyne  it  was  found  that  the  bloodvessels 
were  often  surrounded  by  these  small  cells,  situated  in  the  lymphatic 
sheath  which  envelops  them — but  there  was  neither  contraction  nor 
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vascular  obliteration  by  arteritis  or  by  phlebitis.  The  spider-shaped 
cells,  Avhich  should  be  considered  as  hypertrophied  normal  cells  of  the 
neuroglia,  were  numerous  at  the  periphery  of  the  transparenjt  zone ; 
they  -were  entirely  absent  in  the  central  opaque  part  of  the  tumor. 
These  cells,  which  Charcot  and  Gombault  considered  characteristic  of 
syphilitic  gummata  of  the  brain,  Coyne  does  not  believe  to  be  con- 
stant, for  in  a  solitary  gumma  of  considerable  size,  attacking  the  cere- 
bellum, and  which  he  studied  with  Peltier,  there  were  no  ramifying 
cells.  Coyne  considers  their  presence  as  being  due  to  their  previous 
existence  in  the  normal  state  in  the  region  affected  by  the  gumma,  both 
in  his  own  cases  and  in  those  of  Charcot  and  Gombault. 

In  the  central  opaque  and  yellow  part  of  the  tumor  only  round  and 
oval  cells  are  found,  more  or  less  granular  and  atrophied,  which  form 
comparatively  regular  groups.  These  cells  are  not  now  seen  forming 
a  sheath  around  the  vessels.  The  primitive  structure  of  the  nervous 
tissue  is  completely  modified,  very  little  remaining  either  of  the  re- 
ticulated tissue,  the  lymphatic  sheaths,  or  of  the  nerve-  fibres.  The 
vessels  are  generally  slightly  compressed  owing  to  the  lar^e  number 
of  cells  surrounding  them.  In  the  two  cases  of  Coyne,  and  in  that  of 
Charcot  and  Gombault,  there  was  neither  endarteritis  nor  fibrinous 
coagulation  within  the  vessels.  In  other  cases,  there  may  be  ob- 
served around  the  tumor  a  change  in  the  cerebral  substance,  charac- 
terized by  softness,  by  vascularity,  by  the  presence  of  an  opaque 
fluid,  and  when  examined  microscopically  by  a  number  of  granular 
corpuscles.  In  the  centre  of  the  gumma,  when  it  is  of  long  standing, 
there  may  be  found  a  cheesy  condition,  which,  when  examined  histo- 
logically, is  seen  to  consist  of  small  round  bodies,  composed  of  minute 
acicular  crystals  of  fat.  But  even  at  this  stage,  the  central  part  of 
the  gumma  retains  a  certain  degree  of  hardness. 

The  cerebral  gumma  is,  therefore,  characterized  by  two  zones : 
one  peripheral,  in  which  are  found  nerve  fibres,  reticulated  tissue, 
swollen  and  sometimes  branching  cells  of  the  neuroglia,  and  a  great 
abundance  of  small  cells  among  the  preceding  elements  and  in  the 
peri-vascular  lymphatic  sheaths  ;  the  other  central,  in  which  the 
numerous  cells  of  new  formation,  crowded  one  against  the  other,  and 
compressing  the  vessels,  have  destroyed  all  the  elements  of  the  ner- 
vous tissue,  and  are  themselves  undergoing  a  granulo-fatty  atrophy. 

The  diagnosis  of  gummata  of  the  central  nervous  tissue  may  be 
made  by  their  known  characteristics  as  revealed  both  to  the  naked 
eye  and  under  the  microscope.     They  are  tumors  or  neojjlasms 
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formed  in  the  normal  tissue  with  which  they  incorporate  themselves, 
and  which  they  partially  destroy  in  their  process  of  formation. 

It  is,  from  cerebral  tumors,  and  particularly  from  tubercle,  that  the 
diagnosis  should  be  made.  It  would  be  difficult  to  confound,  for  ex- 
ample, a  superficial  gumma  with  a  sclerotic  patch  ;  the  pinkish,  gray- 
ish, semi-transparent  tissue  of  the  sclerotic  patch  is  of  the  same  color 
in  the  centre  as  at  the  circumference,  and  its  appearance  is  that  of 
organized  fibrous  tissue,  and  not  of  a  neoplasm  undergoing  cheesy 
degeneration.  The  distinction  between  gummata  and  sarcomata  is 
generally  very  easy. 

We  do  not  refer  to  angiolithic  sarcoma,  so  easily  recognized  by 
its  large  flat  cells,  and  by  its  vessels  incrusted  with  calcareous  salts; 
nor  to  sarcomata  which  are  confined  to  the  surface  of  the  nervous 
tissue  by  a  stroma  of  cellular  tissue.  Certain  gliomata  connected 
with  the  cerebral  substance,  and  merging  into  it  in  an  imperceptible 
manner,  may  give  rise  to  difficulties,  especially  if  their  centres  are 
cheesy. 

But  these  tumors  are  single  ;  furthermore,  their  structure,  the 
reticulated  tissue,  the  elongated  connective-tissue  cells,  or  the  oval 
cells,  are  of  the  same  shape  ;  the  ease  with  which  these  elements  are 
torn  apart ;  the  softness  and  uniformity  of  the  tissue,  which  is  through- 
out very  vascular,  furnish  well-marked  differences.  The  thin  em- 
bryonic walls  of  the  vessels  which  traverse  them ;  the  fatty-degene- 
ration of  some  of  their  cells,  which  are  often  filled  with  fatty  granules, 
but  are  not  ati'ophied  ;  the  absence  of  cohesion,  and  the  mucoid  con- 
dition of  their  older  tissue,  make  them  easily  recognizable.  The 
serious,  but  never  insuperable  difficulty  of  diagnosis  is  the  distinction 
of  gummata  and  large  tubercles  of  the  brain.  The  large  cerebral 
tubercle  appears  to  the  naked  eye  as  a  single  spherical  tumor,  or  as 
numerous  tumors  of  which  the  centre  is  yellow,  often  firm,  the  per- 
iphery gray  and  semi-transparent.  But  the  opaque  and  dry  portion, 
now  and  then  fissured,  or  softened,  is  always  more  extensive  than  the 
central  portion  of  the  gumma.  The  circumference  of  the  tubercle  is 
more  regular  than  that  of  the  gumma  ;  the  tubercle  does  not  send 
radiated  and  irregular  prolongations  into  the  neighboring  cerebral 
tissue.  Sometimes  about  the  circumference  of  the  cerebral  tubercle 
are  seen  small  miliary,  semi-transparent  tubercles,  which  are  them- 
selves spherical,  and  Avhich  blend  with  the  serai-transparent  gray 
surface  of  the  large  tubercle.  In  a  great  number  of  cases  the  tuber- 
cle is  cheesy  in  its  entirety,  yet  preserves  its  form ;  this  is  never 
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seen  in  guramata.  Lastly,  there  may  exist,  rarely,  it  is  true,  very 
fine  miliary  tubercles  of  the  pia  mater,  at  the  base  of  the  brain,  in 
the  fissure  of  Sylvius,  at  the  same  time  with  large  cerebral  tubercles, 
and  then  the  diagnosis  is  very  simple.  If  these  characters,  drawn 
from  naked-eye  examinations,  prove  insufficient,  the  microscope  will 
always  overcome  the  difficulty.  All  the  vessels  in  the  opaque  part 
of  the  tubercle  are  obliterated  at  their  entrance  into  the  opaque  zone. 
In  all  this  region  giant  cells  are  observed.  On  the  contrary,  in  nearly 
all  the  recorded  cases  of  large  cerebral  gumraata,  the  vessels  in  the 
opaque  part  were  patulous.  It  can  very  well  be  conceived  by  anal- 
ogy with  what  has  been  seen  in  the  skin,  in  gummata,  and  in  the 
chancre,  that  there  may  at  times  be  vascular  obliterations.  But  this 
is  a  very  rare  condition,  and  altogether  exceptional  in  gummata, 
while,  on  the  contrary,  it  is  constant  and  uniform  in  the  cheesy 
portion  of  the  cerebral  tubercles. 

The  seat  of  these  gummous  tumors  which  attain  the  size  of  a  walnut 
is  at  the  base  of  the  brain,  near  the  pituitary  body,  on  the  surface  of  the 
pons,  upon  the  peduncles  of  the  cerebrum,  and  those  of  the  cerebellum, 
upon  the  optic  tracts,  upon  the  anterior  lobes,  and  on  the  surface  of 
the  frontal  convolutions — which  explains  the  aphasia  often  met  with 
in  these  cases.  They  are  also  met  with  in  the  ventricles;  on  the  sur- 
face of  the  cerebellum ;  at  the  points  of  origin  or  emergence  of  the 
cranial  nerves,  the  optic  nerve,  the  occulo-motor,  the  pathetic,  the 
trifacial,  the  facial,  the  auditory,  etc.  These  nerves  whether  di- 
rectly invaded  by  the  neoplasm,  affected  as  a  result  of  lesions  at  their 
points  of  origin,  or  surrounded  and  compressed  at  their  exit  from  the 
brain  by  the  thickened  and  inflamed  membranes,  the  dura  mater  or 
the  pia  mater,  especially  at  the  orifices  of  the  bony  outlets,  are  very 
often  altered  in  syphilis.  The  paralysis  and  the  pain  which  result 
will  be  considered  further  on. 

The  possibility  of  gummata  ultimately  becoming  softened  and 
absorbed,  leaving  after  them  a  cicatrix,  or  one  of  those  small  cysts 
so  common  in  the  brain,  the  walls  of  which  are  formed  by  a  loose  or 
fibroid  connective  tissue,  and  which  contain  a  liquid  analogous  to 
that  of  white  softening — cysts  which  are  generally  surrounded  by 
softened  or  yellow  cerebral  tissue  and  filled  with  granular  corpuscles 
— is  a  question  difficult  to  determine.  In  the  great  number  of  cases 
collected  by  Gros  and  Lancereaux  there  were  found  small  areas  of 
softening,  small  calcareous  and  soft  caseous  masses,  cerebral  lacunae 
corresponding  to  the  cicatrices  of  softening,  or  cysts  varying  in  size 
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and  occupying  the  superficial  or  deep  regions  of  the  brain.  These 
lesions  are  often  coincident  with  guraraata  or  vegetations  of  the  dura 
mater,  -with  syphilitic  alterations  of  the  bones  of  the  cranium,  and 
with  gummata  of  the  liver. 

I  have  met  with  many  of  these  small  areas  of  softening  which  were 
consequent  upon  well-established  syphilitic  lesions  of  the  dura  mater 
and  of  the  cranium.  But  these  changes,  which  are  often  evidently 
of  syphilitic  origin,  do  not  have  the  anatomical  characters  of  syphilis; 
and  although  it  can  be  imagined  that  a  gumma,  in  an  advanced  stage 
of  its  retrograde  evolution,  may  form  a  small  soft  mass  undergoing 
fatty-degeneration,  and  surrounded  by  inflamed  and  softened  cerebral 
tissue,  it  is,  hoAvever,  more  difficult  to  admit  the  gummous  origin  of 
the  lacunae  or  of  cysts.  These  last,  indeed,  appear  to  me  to  depend 
altogether  upon  chronic  inflammatory  lesions  of  the  cerebral  arteries 
connected  with  syphilis. 

B. — Sometimes  small  syphilitic  gummata,  the  size  of  which  varies 
from  that  of  a  hemp-seed  to  that  of  a  bean,  are  developed  in  the 
connective  tissue  of  the  pia  mater  about  the  cerebral  arteries  at 
the  point  where  they  pass  between  the  convolutions.  The  arteries 
of  the  base  and  the  middle  cerebral  arteries  in  particular  are  the 
chosen  seats  of  these  small  tumors  just  as  they  are  the  seats  by 
predilection  of  the  miliary  granulations  of  tuberculous  meningitis. 
Eut  the  tubercular  granulations  of  the  meninges  possess  in  their 
development,  in  the  lesion  of  the  sheaths  of  the  microscopic  arterioles, 
and  in  the  obstruction  of  these  small  vessels,  characters  entirely  dis- 
tinctive. 

The  small  gummata  which  are  now  in  question  are  situated  in  the 
tissue  of  the  pia  mater  ;  they  surround  the  arteries  which  pass  along- 
side of  them  and  which  are  more  or  less  compressed  by  a  sclerotic 
inflammatory  tissue  ;  they  partially  penetrate  the  substance  of  the 
neighboring  convolutions.  The  arteries  are  in  such  cases  verv  much 
changed — attacked  with  chronic  arteritis,  with  thrombosis,  with  a 
thickening  of  their  coats,  particularly  their  internal  coats,  in  such  a 
way  that  the  circulation  of  the  blood,  hindered  at  first  by  the  con- 
traction of  the  calibre  of  the  artery,  becomes  afterwards  impossible. 
More  or  less  considerable  softening  of  the  cerebral  lobes  follows, 
especially  of  the  frontal  lobe,  or  there  are  small  areas  of  softening 
which  in  their  further  evolution  leave  in  their  places  lacunae,  cica- 
trices, and  small  serous  cysts.  In  cases  of  this  kind,  where  there 
exist  areas  of  softening  of  the  brain  of  a  variable  extent,  there  also 
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exists  a  fibrous  thickening  of  the  meninges  which  accompanies  the 
vessels.  The  vascular  lesions  are  of  great  importance  in  these  cases 
of  small  gummata  and  circumscribed  syphilitic  inflammations  of  the 
pia  mater,  for  the  areas  of  softening  and  the  symptoms  noted  are  the 
result  of  arterial  thrombosis.  The  alterations  which  take  place  in  the 
vessels  should  be  examined  with  care.  They  have  been  studied  by 
Heubner,  who  has  made  164  autopsies  of  the  brains  of  syphilitic  sub- 
jects. There  were  68  cases  of  gummata  in  which  the  condition  of 
the  vessels  was  not  stated,  and  44  cases  of  these  tumors  where  the 
alteration  of  the  vessels  was  mentioned.  In  36  observations  of 
meningitis  and  encephalitis,  the  vessels  were  mentioned  but  twice. 
He  noticed  16  cases  of  vascular  lesions  without  alteration  of  nerve- 
substance. 

When  a  sypMlo^ne  (gummy  tumor)  comes  in  contact  with  an  artery, 
the  latter  occasionally  but  rarely  remains  intact,  or  it  is  mechanically 
altered  by  compression  or  thrombosis,  or  its  walls  take  part  in  the 
change  and  are  themselves  inflamed;  the  specific  arteritis  then  passes 
beyond  the  limit  of  the  syphilome  and  extends  along  the  arterial 
walls.  In  a  certain  number  of  cases  the  arterial  lesions  peculiar  to 
syphilis  and  the  syphilomata  exist  together  in  the  same  brain,  but 
are  independent  of  each  other.  More  frequently,  according  to 
Heubner,  a  syphilitic  lesion  of  the  arteries  is  followed  by  inflam- 
mation and  softening  of  the  braiii  without  the  development  ot 
syphilomata.  This  was  the  result  in  24  cases  observed  by  him  or 
by  other  authors. 

Heubner  describes  syphilitic  arteritis  as  altogether  special  and 
characteristic.  He  has  given  its  pathological  histology  in  detail;  the 
following  is  a  resume :  At  the  commencement  there  is  observed,  on 
the  internal  surface  of  the  artery,  a  formation  of  new  endothelial 
cells  which  are  arranged  in  superimposed  layers,  some  flattened, 
others  fusiform  or  round.  This  proliferation  fills  the  openings  and 
depressions  of  the  fenestrated  membrane  in  such  a  manner  that  the 
surface  of  the  artery  becomes  smooth  and  regular  instead  of  being 
uneven.  As  a  result,  the  fenestrated  raenvbrane,  which,  in  its  normal 
condition,  is,  in  the  arterioles  of  the  brain*,  in  immediate  contact  with 
the  endothelium,  is  separated  from  it  by  a  layer  of  newly-formed 
cells. 

This  process  begins  at  the  internal  surface  of  the  vessel,  and  is  due 
to  the  direct  and  irritating  action  of  the  syphilitic  blood.    This  zone 
of  proliferation  by  increasing  the  thickness  of  the  internal  membrane 
20 
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of  the  artery,  reduces  its  calibre  or  at  least  diminishes  its  dilatability 
and  elasticity  under  the  influence  of  the  blood.  Inflammation  going 
on,  the  endothelial  layer  is  raised  up  at  one  point  by  the  multiplica- 
tion of  the  cells,  and  forms  a  lateral  projecting  vegetation  into  the 
lumen  of  the  vessel,  which  by  reducing  the  calibre  of  the  vessel, 
may  be  the  starting  point  of  a  thrombosis,  or  at  least  of  a  cerebral 
ischaemia.  Heubner  lays  stress  upon  these  characteristics  of  syphilitic 

[Fig.  72. 


Syphilitic  disease  of  cereljral  arteries.  A.  Segment  of  middle  cerebral  artery,  transverse 
section,  i.  Thickened  inner  coat.  e.  Endothelium.  /.  Memhrana  fenestrata.  m.  Mnscular 
coat.    a.  Adventitia    X  200  reduced  one-half. 

S.  Small  artery  of  pia  mater,  transverse  section,  showing  thickened  inner  coat,  diminished 
lumen  of  vessel,  and  considerable  infiltration  of  adventitia.  The  cavity  of  the  vessel  is  occupied 
by  a  clot.    X  100,  reduced  one-half.  (Green.)] 

arteritis,  and  believes  the  formation  of  a  single  lateral  projection  of 
the  internal  membrane  a  pathological  symptom  appertaining  especially 
to  this  form  of  arteritis. 

The  further  consideration  of  the  pathological  histology  of  these 
facts  will  not  be  taken  up,  a^  they  appear  to  us  inadmissible  until 
they  are  confirmed  by  additional  evidence.  For  instance,  Heubner 
believes  that  in  the  layer  of  newly-formed  cells  which  is  interposed 
between  the  arterial  endothelium  and  the  old  fenestrated  membrane, 
there  are  formed  a  new  fenestrated  membrane  and  new  muscular 
fibres ;  he  compares  this  new  formation  to  a  neoplasm  reproducing  the 
structure  of  arteries  (an  arterioma).   It  seems  to  us,  on  the  contrary. 
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d  priori,  more  rational  to  admit  that  the  newly-formed  cells  have 
separated  the  fibres  and  the  elastic  laminae  by  passing  between  the 
laminte  of  the  old  elastic  membrane,  and  that  the  same  process  takes 
place  in  the  muscular  layer.  Later  the  arteritis,  which  has  com- 
menced in  the  internal  membrane  extends  to  the  external  coat  of  the 
artery ;  the  vasa  vasorum  dilate,  and  there  is  formed  about  them  a 
collection  of  round  cells,  which  come  from  the  blood  by  diapedesis. 
Whilst,  according  to  Heubner,  the  newly-formed  cells  of  the  internal 
membrane  are  due  to  a  proliferation  of  endothelial  cells,  the  round 
cells  which  infiltrate  all  the  external  coats  of  the  artery  come,  by  dia- 
pedesis, from  the  blood  contained  in  the  small  nutrient  vessels  of  the 
artery.  The  external  coat  becomes  inflamed,  it  is  filled  with  lymph 
cells,  and  the  inflammation  is  caused  by  the  action  of  the  syphilitic 
virus  contained  in  the  blood  of  the  vasa  vasorum. 

[During  the  discussion  at  the  London  Pathological  Society,  in  1877, 
difterent  opinions  were  expressed  as  to  the  character  of  the  changes 
in  the  internal  wall.  In  the  opinion  of  some  they  resembled  athe- 
roma, or  were  due  to  organization  of  a  peripheral  thrombus,  while 
others  thought  that  they  arose  by  a  peculiar  growth  from  the  endo- 
thelium, and  the  interlaminar  cells  of  the  intima,  producing  a  vascular 
structure,  corresponding  with  other  syphilitic  new  growths  ;  in  short, 
a  form  of  syphilitic  endarteritis. 

According  to  Dr.  Gowers,  Heubner  disclaimed  any  idea  of  there 
being  any  specific  character  in  the  structure  of  the  growth  itself. 
The  description  given  by  Heubner  of  syphilitic  arteritis,  is  precisely 
the  same  as  that  given  by  Wilks  and  Moxon  of  "  semi-cartilaginous 
thickening  of  arteries;"  but  the  latter  believed  that  the  condition 
which  they  described  was  in  no  way  connected  with  syphilis.  It 
would  seem,  therefore,  that  the  influence  of  the  syphilitic  dyscrasia 
was  shown  more  in  the  degree  to  which  the  change  was  carried, 
than  in  the  kind  of  change  ;  and  that  more  significance  was  to  be 
attached  to  the  nodular  thickenings  of  the  outer  wall  than  to  the 
endarterial  changes.] 

These  pathological  modifications  occur  with  rapidity,  and  attain 
their  maximum  in  the  space  of  a  few  months.  They  may,  however, 
remain  stationary  without  notable  change  during  several  years. 
Heubner,  and  Lancereaux,  who  has  followed  him  in  the  study  of  this 
process,  maintain  that  the  fatty-degeneration,  so  common  in  atheroma, 
and  in  senile  arteritis,  is  not  observed  in  syphilis.  Yet,  when  the 
disease  has  lasted  for  a  long  time,  there  is  a  considerable  diminution 
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of  the  calibre  of  the  vessels  which  are  transformed  into  tubes,  or  even 
into  fibrous  tracts,  and  sometimes  portions  of  them  are  found  Avhich 
have  undergone  calcareous  degeneration.  Heubner  compares  this 
syphilitic  arterial  lesion  with  chronic  endarteritis,  and  claims  to  have 
established  marked  differences  between  these  tAvo  processes.  The 
age  of  the  subjects  is  not  the  same  ;  the  first  attacks  the  old  only,  the 
second  syphilitic  subjects  of  all  ages,  during  the  secondary  and  ter- 
tiary periods.  The  commencement  by  the  endothelium,  in  syphilis, 
differs  from  the  beginning  of  atheroma,  which  begins  simultaneously 
in  the  external  and  internal  tunics.  Atheroma  has  its  seat  in  the 
aorta  and  in  the  large  arteries,  while  syphilis  has  a  marked  prefer- 
ence for  the  small  arteries,  especially  for  the  arterioles  of  the  brain. 

[Other  writers  give,  with  great  confidence,  the  diagnostic  points 
between  syphilitic  arteritis  and  atheroma.  Lancereaux  believes  that 
this  difference  can  be  recognized,  clinically,  chiefly  by  the  occurrence 
of  symptoms  of  thrombosis  in  young  subjects  without  evidence  of  dis- 
ease in  other  arteries.  He  also  bases  his  diagnosis  upon  the  know- 
ledge that  the  subject  is  syphilitic  ;  the  fact  that  atheroma  is  devel- 
oped especially  in  the  large  vessels — aortic,  splenic,  mesenteric,  and 
renal  arteries — w^hilst  in  syphilitic  arteritis  the  changes  are  chiefly 
found  in  the  arteries  of  the  brain ;  upon  the  frequency  with  which 
young  subjects  are  attacked ;  and  upon  a  certain  symmetry  in  the 
development  of  the  lesions. 

It  does  not  seem  to  us,  however,  that  these' differences  are  suffi- 
ciently uniform  to  warrant  a  diagnosis  during  life.  When,  however, 
the  clinical  and  pathological  distinctions  are  considered  jointly,  the 
separation  of  the  two  diseases  becomes  more  evident ;  they  have 
been  stated^  as  follows: — 

The  syphilitic  change  is  speedily  developed,  a  few  months  being 
sufficient  to  cause  great  thickening  of  the  coat  and  consequent  nar- 
rowing of  the  lumen.  The  exact  rate  of  progress  of  atheroma  is  not 
known,  but  it  is  certainly  slow,  and  probably  requires  years  for  its 
development  in  most  cases. 

The  syphilitic  process  from  the  first  causes  narrowing  of  the  artery, 
while  in  atheroma  the  vessel  is  widened  very  early 

['  Hill  and  Cooper,  op.  cit.,  p.  199.] 

[2  "Atheroma  is  at  first  attended  with  a  narrowing  of  the  calihre  of  the  vessel, 
ill  proportion  to  the  thickness  in  which  it  is  deposited.  ...  A  later  conse- 
quence of  the  disease  is  dilatation  of  the  vessel."  Mr.  Moore,  in  Holmes's  System 
of  Snrgery,  Am.  ed.,  vol.  ii.  p.  307.] 


SYPHILITIC  ARTERITIS. 


309 


The  development  of  the  syphilitic  change  is  a  more  localized  aifec- 
tion,  indeed  it  may  be  limited  to  a  short  length  of  only  a  single  vessel, 
and  usually  only  the  smaller  arteries  of  a  single  organ  or  locality  are 
aifected.    In  atheroma  the  larger  arteries  are  first  diseased. 

The  site  of  the  commencement  of  the  morbid  change  is  different  in 
atheroma ;  this  may  be  well  seen  in  an  artery,  such  as  the  basilar, 
where  the  fenestrated  layer  is  well  developed.  Atheroma  begins  by 
the  production  of  nuclei  in  the  gaps  of  the  fenestrated  membrane, 
which  collect  between  it  and  the  endothelium.  But  from  the  first 
these  nuclei,  and  afterwards  the  cells  produced  around  them,  are 
surrounded  by  a  plentiful  protoplasm  of  striated  appearance.  In 
short,  the  first  effect  of  atheroma  is  to  multiply  the  layers  of  elastic 
membrane.  Thus  a  marked  distinction  is  evident  at  once  between 
the  earliest  development  of  atheroma  and  that  of  the  syphilitic  change. 
In  the  latter  the  new  formation  is  cellular  during  all  its  early  devel- 
opment, and  the  intercellular  substance  is  only  small  in  amount. 

Another  clear  distinction  is  the  rapid  fatty-degeneration  in  athe- 
roma of  these  new  layers  of  cells  and  intercellular  substance,  by 
•which  the  artery  is  soon  beset  with  patches  of  rigid  whitish  material, 
consisting  partly  of  fat  and  partly  of  calcified  granules,  of  which  the 
appearance  is  well  known. 

The  relation  of  syphilitic  arteritis  to  aneurism  is  one  of  the  most 
interesting  surgical  questions  of  the  day,  but  is  yet  sub  judice.  On 
the  one  hand,  we  have  the  statistics  of  Welsh,  who,  in  53  cases  of 
aortic  pouching  or  sacculation,  34  of  which  developed  into  aneurism, 
found  66  per  cent,  of  syphilis  ;  and  we  have,  also,  the  testimony  of 
Fournier,  Russell,  Lancereaux,  Heubner,  Chvostek,  and  others,  who 
have  reported  cases  of  aneurism  associated  with  extensive  syphilitic 
disease  elsewhere.  The  great  frequency  of  syphilis  detracts  much, 
however,  from  the  value  of  these  observations,  as  it  Avould  hardly  be 
difficult  in  this  manner  to  prove  a  relation  between  syphilis  and  any 
other  ailment  that  might  be  selected.  In  opposition,  too,  we  have  the 
evidence  of  Agnew,  who,  in  twelve  years'  experience  in  the  venereal 
wards  of  the  Philadelphia  Hospital,  which  are  exceedingly  rich  in 
cases  of  advanced  syphilis,  did  not  meet  with  a  single  aneurism.  To 
this  we  may  add  our  own  experience,  extending  now  over  nine  years, 
nor  have  we  seen  or  heard  of  such  cases  in  the  service  of  our  col- 
leagues. 

The  conclusions  which  we  are  warranted  in  drawing  in  regard 
to  the  entire  subject  of  the  relations  of  syphilis  to  arterial  disease 
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were  well  expressed^  at  the  time  of  the  discussion  in  the  London 
Pathological  Society  in  1877  :  1.  That  certain  changes  have  been 
found  in  the  vessels  affecting  both  the  external  and  internal  coats, 
occurring  in  patients  who  have  contracted  syphilis,  and  who  have, 
moreover,  died  at  a  comparatively  early  age  from  disease  which  in 
most  of  the  cases  was  the  direct  result  of  the  arterial  lesion.  2.  That 
in  many  of  the  specimens  examined  the  arterial  lesion  appeared  to  be 
of  a  gummous  nature,  consisting  of  a  small  celled  growth  and  a  deli- 
cate fibrillar  stroma,  while  in  other  instances  the  disease  appeared  to 
arise  from  a  form  of  chronic  interstitial  arteritis  that  could  not  be 
regarded  as  of  a  specific  nature.  8.  That  one  great  point  for  future 
consideration  will  be  whether  these  changes  which  are  now  regarded 
as  specific  have  been  observed  in  the  bodies  of  patients  who  had 
undoubtedly  never  contracted  this  disease.  Two  or  three  such  in- 
stances would  throw  much  doubt  upon  the  syphilitic  nature  of  these 
lesions,  while  many  such  instances  would  upset  the  syphilitic  theory 
altogether.  4.  That  it  is  desirable  to  collect  and  record  cases  where 
patients  who  have  suffered  from  syphilis  have  prematurely  died  from  a 
cerebral  or  any  other  affection  resulting  from  arterial  disease,  inas- 
much as  a  large  number  of  such  cases  would  establish  syphilis  as  an 
important  factor  in  the  causation  of  such  disease,  even  were  the  new 
growth  frequently  found  to  be  identical  with  interstitial  inflamma- 
tion set  up  by  other  causes.  5.  That,  moreover,  we  should  make  the 
strictest  inquiry  into  the  history  of  patients  suffering  from  aortic  and 
other  forms  of  aneurism,  in  order  to  see  whether  there  is  any  founda- 
tion for  the  belief  that  aneurism  occurs  with  much  greater  frequency 
in  the  subjects  of  syphilis  than  in  non-syphilitics. 

The  majority  of  these  questions  may  still  be  considered  as  not 
absolutely  decided,  but  are  certainly  of  undiminished  interest  and 
importance.] 

The  very  decided  opinions  of  Heubner  are  cited  because  his 
memoir  is  the  result  of  much  careful  study,  and  because  his  anatomi- 
cal examinations  and  his  drawings  are  those  of  ai?  histologist ;  but, 
nevertheless,  we  do  not  insist  upon  the  adoption  of  his  views.  That 
the  cells  of  the  endothelium  of  the  arteries  are  modified  by  the  syph- 
ilitic virus  circulating  with  the  blood  is  possible,  but  in  that  case  the 
change  would  be  more  frequent  during  the  secondary  period,  and  the 
lesion  would  be  generalized.    The  vessels  attacked  by  endarteritis 


['  Medical  Press  and  Circular,  March.  21,  1877.] 
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and  peri-arteritis  in  syphilis  have  not  the  same  tendency  to  fatty-de- 
generation as  in  atheroma,  or  in  the  senile  condition  of  the  arteries. 
This  is  perfectly  true  ;  in  fact  in  atheroma  fatty-degeneration  of  the 
internal  membrane  is  primary ;  it  must  not  be  thought,  however,  that 
the  yellow  points  Avhich  are  found  upon  the  internal  membrane  of  the 
aorta  are  rare  in  young  subjects  ;  they  are,  on  the  contrary,  very 
common  in  the  cases  of  soldiers  who  die  in  the  service  (Ranvier). 
Age  is  not  then  one  of  the  most  important  conditions. 

Syphilis,  or  more  correctly,  syphilitic  affections  of  the  viscera,  are 
accompanied  with  endarteritis  and  peri-arteritis  which  do  not  have  a 
marked  tendency  to  fatty-degeneration.  But  is  this  a  reason  that 
arterial  lesions  of  this  kind  should  appertain  especially  to  syphilis  ? 
We  do  not  think  so.  We  find,  in  fact,  in  every  chronic  phlegmon,  in 
every  chronic  sclerotic  inflammation  of  connective  tissue,  secondary 
lesions  of  the  arterioles  absolutely  like  those  which  Heubner  describes, 
and  which  belong  to  ordinary  arteritis.  It  is  essentially  what  one  would 
obtain  artificially  by  placing  a  ligature  loosely  around  an  arteriole. 

[The  order  of  frequency  in  which  the  tissues  of  the  vessels  are  in- 
volved by  irifiammatoi^y  changes  is  usually  believed  to  be  determined 
chiefly  by  the  character  of  the  exciting  cause.  When  internal  or 
idiopathic  disease  such  as  gout,  rheumatism,  or  syphilis,  gives  rise  to 
arteritis,  the  tunica  intima  is  first  affected,  though  the  disease  may 
travel  outwards  involving  successively  the  middle  and  external  coats, 
and  even  the  peri-vascular  connective  tissue.  If  the  arteritis  has  a 
traumatic  origin,  however,  the  disease  will  be  more  likely  to  advance 
in  the  opposite  direction. 

Thus  Agnew^  says  :  The  earliest  evidence  of  the  external  form  of 
the  disease,  that  most  commonly  encountered  by  the  surgeon,  is 
hyperjBmia  of  the  nutrient  vessels  of  the  cellular  tissue  of  the  artery 
and  its  sheath,  followed  by  a  fibrinous  and  cell  transudation.  Should 
the  inflammatory  distension  of  the  capillaries  continue,  a  similar  infil- 
tration will  extend  to  the  middle  coat,  the  effect  of  which  will  be  to 
involve  the  tunica  intima,  producing  endo-arteritis.  Partly  from  the 
swelling  and  partly  from  the  spasm  of  the  muscular  walls  of  the  ves- 
sel excited  under  irritation  of  the  vascular  nerves,  and  thereby  di- 
minishing the  canal  of  the  artery,  the  inner  coat  is  thrown  into  plica- 
tions, and  its  nutrition  seriously  disturbed.    The  walls  of  the  vessel 


['  Surgery,  vol.  i.  p.  531.] 
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thus  filled  with  the  products  of  inflammation  may  undergo  several 
important  structural  alterations.] 

Among  cases  of  arteritis  there  are  some  which  have  a  slighter  ten- 
dency to  fatty-degeneration  than  others;  for  example,  the  cases  of  arte- 
ritis due  to  rheumatism  or  to  alcoholism  possess  to  a  less  degree  areas 
of  cheesy  degeneration  than  those  due  to  senile  atheroma ;  the  chronic 
inflammations  of  the  arterioles  of  the  kidneys  in  interstitial  nephritis, 
those  of  the  vessels  of  the  liver  in  cirrhosis,  have  almost  no  tendency 
to  granulo-fatty  degeneration.  This  anatomical  characteristic  is  not 
of  itself  j^eculiar  to  sypliilis.  Nearly  all  cases  of  arteritis  commence 
at  the  internal  membrane.  It  is  well,  therefore,  from  these  consid- 
erations, that  Ave  should  be  cautious  before  accepting  the  infallibility 
of  the  histological  lesions  described  by  Heubner  in  the  cerebral  arte- 
ries of  syphilitics  ;  we  shall  regard  them,  until  more  ample  proofs  are 
given  us,  as  entering  into  ordinary  chronic  arteritis,  and  we  wait  new 
confirmative  testimony  before  we  admit  that  the  arterial  lesions  are 
primary  in  cerebral  syphilis,  and  independent  of  all  inflammation  and 
of  all  syphilitic  neoplasms. 

That  which  relates  to  the  syphilitic  diseases  of  arteries  can  be 
summed  up  by  saying  that,  while  this  agency  is  very  evident  and  very 
important  as  regards  symptoms,  for  cerebral  softening  is  a  conse- 
quence of  their  obstructive  effects,  no  entirely  satisfactory  explana- 
tion of  their  origin  has  yet  been  given.  Most  frequently  the  first 
change  is  due  to  the  existence  of  small  gummata  seated  around  the 
arteries,  but  we  have  seen  gummous  nodules  commencing  in  their  ex- 
ternal coat.  Many  writers  even  admit  that  the  neoplasm  can  begin 
from  the  cells  of  their  internal  coat.  Of  this  number  is  Dr.  Celso 
Pellizari,  who  has  recorded  a  case  which  may  serve  as  a  type  of  the 
rarity  of  the  gummata  under  consideration.^  The  case  was  one  of  a 
patient  who  died  with  multiple  cerebral  symptoms,  and  who  presented 
at  the  autopsy  the  following  lesions  :  A  syphilitic  hepatitis,  lesions  of 
the  dura  mater,  attachments  of  the  brain  to  the  cribriform  plate  of  the 
ethmoid  bone,  a  softening  of  the  right  hemisphere,  a  contraction  of 
the  middle  cerebral  and  basilar  arteries  with  organized  thrombi  and 
gummous  nodules  from  the  size  of  a  pin's  head  to  that  of  a  bean,  ex- 
tending the  entire  length  of  the  former  vessels.  In  the  examination 
of  this  artery  Vicenzo  Brigidi  found  together  with  a  vegetating  endar- 

'  Celso  Pellizari,  Delia,  sifilide  cerfibrale,  ein  partico  lare  delle  lesioni  arteriose 
da  sifilide  uel  cervello. 
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teritia  an  amyloid  degeneration  of  the  walls.  Guramata  and  endar- 
teritis with  thrombosis  were  the  cause  of  softening. 

[It  is  generally  believed  that  the  veins  are  not  at  all  or  but  slightly 
affected  in  late  constitutional  syphilis,  and  little  is  known  as  regards 
the  diseases  of  the  lymphatics  during  that  period.  Mr.  Hutchinson 
has  called  attention^  to  the  very  few  cases  of  syphilitic  phlebitis  which 
have  been  recorded,  and  yet  he  says  most  surgeons  are  familiar  with 
the  fact  that  inflammations  around  varices  and  even  about  healthy 
veins,  are  not  infrequent  in  the  subjects  of  syphilis. 

He  continues :  "  T  think,  also,  that  I  have  seen  several  cases  in 
which  the  thrombosis  and  phlebitis  were  attended  by  other  condi- 
tions sufficiently  peculiar  to  justify  a  belief  that  they  were  of  specific 
origin.  In  some,  there  has  been  great  excess  of  inflammation,  a 
large,  hard  mass  forming  in  the  cellular  tissue  and  threatening  to 
slough,  much  as  subcutaneous  gummata  often  do.  These  cases  are 
much  benefited  by  the  iodide  of  potassium,  so  far  as  prevention  of 
sloughing  is  concerned,  but  the  thrombotic  plugging  remains.  I  am 
not  aware  that  any  specimens  have  been  produced  showing  syphilitic 
disease  of  the  cerebral  veins.  As  regards  the  lymphatic  trunks,  I 
believe  that  they  are  liable  to  disease  just  as  the  arteries  are,  and 
that  it  results  in  similar  conditions  of  plugging  and  its  consequences. 
In  a  clinical  lecture,  published  some  months  ago,  I  detailed  several 
cases  in  which  one  lower  extremity  became  greatly  swollen,  and 
remained  for  a  long  time  in  a  state  of  solid  oedema,  there  being,  in 
some,  reason  to  believe  that  the  lymphatic  trunks  were  inflamed,  whilst 
in  all  there  was  a  history  of  syphilis.  In  one  remarkable  case,  I  had 
treated  the  gentleman  many  years  before  for  syphilitic  paralysis  of 
the  fifth  nerve.  In  him,  a  large  network  of  cord-like  lymphatic 
trunks  could  be  felt  over  the  lower  part  of  his  abdomen,  one  thigh 
being  greatly  swollen.  There  was  no  gland  disease — and  I  am  not 
speaking  now  of  affections  of  the  glands,  but  of  the  trunks.  It  would 
be  very  interesting,  should  opportunity  for  microscopic  examination 
occur,  to  ascertain  how  far  in  this  condition  the  changes  in  the  walls 
of  the  lymphatics  are  similar  to  those  seen  in  the  arteries." 

The  possible  frequent  involvement  of  the  lymphatics  in  the  tertiary 
stage  is  interesting  also  in  connection  with  the  theory  of  syphilis 
which  attributes  the  phenomena  of  that  stage  to  obstruction  of  the 
lymphatic  vessels.  (See  pp.  24,  25.) 

['  British  Medical  Journal,  February  10,  1877.] 
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Di\  Otis  quotes^  a  single  case  as  the  only  one  he  was  able,  after 
much  research,  to  discover,  in  which  symptoms  referable  to  lymphatic 
occlusion  were  actually  proved,  upon  post-mortem  examination,  to 
depend  upon  that  condition.  Even  here,  however,  no  examination 
had  been  made  of  the  walls  of  the  vessels,  and  the  cause  of  their  ob- 
struction remained  undetermined.] 

The  syphilitic  alterations  of  the  spinal  meninges  and  of  the  spinal 
cord  are  analogous  to  those  of  the  brain ;  but  the  cases  that  can 
be  attributed  to  syphilis  are  very  rare.  The  lesions  of  the  meninges 
are  nearly  always  secondary  to  those  of  the  vertebrae.  As  to  those 
concerning  the  spinal  marrow  itself,  there  are  in  the  cases  of  adults 
but  a  very  small  number  of  incontestable  observations.  In  the  case 
reported  by  Charcot  and  Gombault,  the  patient  presented,  at  the 
superior  region  of  the  dorsal  marrow,  on  the  left  side,  on  a  level  with 
the  3d  pair  of  dorsal  nerves,  a  hard  swelling,  a  protuberance  occupy- 
ing nearly  a  centimetre,  in  which  were  found  fasciculi  of  fibres  with 
stellate  and  round  cells  arranged  along  the  vessels.  The  nervous 
substance  was  here  replaced  by  a  gummous  neoplasm.  The  roots  of 
the  corresponding  spinal  nerve  were  altered  at  this  point,  and  the  pia 
mater  and  arachnoid  were  thickened. 

Ajjropos  of  this  fact,  Charcot,  in  examining  the  published  cases  of 
syphilitic  lesions  of  the  spinal  cord,  finds  but  three  which  are  beyond 
criticism ;  two  reported  by  Lancereaux,  and  one  credited  to  Moxon. 

When  a  syphilitic  tumor  is  situated  in  a  portion  of  the  spinal  cord, 
a  secondary  degeneration  is  found  ;  thus  in  the  case  of  Charcot  and 
Gombault,  the  left  anterior  column  was  changed  beneath  the  gummous 
swelling,  and  the  right  posterior  column  was  degenerated  above  it. 
In  hereditary  syphilis  of  new-born  children,  Lancereaux  and  Potain 
have  published  cases  of  diflFuse  induration  of  the  spinal  cord  in  its 
entire  length. 

'Symptoms  op  Cerebral  Syphilis. — The  symptoms  depending 
upon  the  difi'erent  alterations  of  the  meninges,  of  the  brain,  and  of 
the  vessels,  which  have  just  been  considered,  differ,  it  is  needless  to 
say,  according  to  the  region  of  the  brain  which  is  affected  by  them. 
It  is  desirable  that  we  should  be  able  to  diagnose  the  seat  of  the 
malady  by  the  analysis  of  the  symptoms,  and  we  shall  doubtless,  at 
some  future  time,  definitely  effect  these  localizations  ;  this  is,  how- 
ever, impossible  at  the  present  time  with  the  known  facts  of  cerebral 
syphilis.    We  should  remember  that  the  lesions  of  the  dura  mater,  of 
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the  pia  mater,  and  often  those  of  the  cranial  bones,  coincide  with 
gummata  or  more  or  less  extended  softening,  in  such  a  manner  that 
multiple  manifestations  have  to  be  contended  with.  Despite  these 
difficulties,  the  progress  of  these  encephalopathies,  a  certain  number 
of  characteristics  which  appertain  to  them,  and,  in  doubtful  cases,  the 
antecedents  of  the  patients  and  trial  of  the  iodide  treatment  will  ordi- 
narily indicate  their  nature. 

The  most  common,  but  not  constant,  initial  phenomenon  is  cepha- 
lalgia, which  is  frontal,  occipital,  or  parietal,  very  intense,  piercing 
in  many  cases,  often  worse  during  the  night,  and  accompanied  fre- 
quently by  vertigo  and  mental  dulness.  This  pain  is  at  times  in- 
tolerable, so  much  so,  that  the  patients  become  as  if  insane,  or,  on 
the  contrary,  they  may  be  plunged  into  a  stupor  resembling  coma. 
The  cephalalgia  may  last  for  a  long  time  with  more  or  less  intensity 
before  any  other  symptom  shows  itself.  If  syphilis  has  been  sus- 
pected from  the  antecedents  of  the  patient,  and  iodide  of  potassium 
has  been  given  with  the  result  of  lessening  the  pain  or  causing  it  to 
cease,  the  diagnosis  is  assured.  During  the  cephalalgia,  the  patients 
often  experience  a  diminution  of  their  intellectual  faculties  —  an 
unaccustomed  inactivity — impossibility  of  transacting  business,  or  of 
making  the  most  simple  calculations,  forgetfulness  of  certain  words, 
or  of  their  actions  of  the  day  before,  an  alarming  loss  of  memory,  etc. 
Different  forms  of  paralysis  supervene.  They  commence  nearly 
always,  by  being  very  limited,  and  are  perceived  either  in  loss  of 
movement  or  sensation.  The  nerves  at  the  base  of  the  cranium  are 
those  the  most  frequently  attacked.  The  paralysis  of  muscles  supplied 
by  the  common  oculo-motor  nerve  produces,  for  example,  external 
strabismus,  diplopia,  impossibility  of  raising  the  eyeball,  relaxation 
of  the  levator  palpebrse  superioris,  blepharoptosis,  mydriasis  by  re- 
laxation of  the  ciliary  muscle,  with  moderate  dilatation  and  immo- 
bility of  the  pupil. 

Paralysis  of  the  superior  oblique  of  the  eye,  the  only  muscle  which 
is  dependent  upon  the  pathetic  nerve,  will  lead  to  a  diplopia.  The 
diminution  of  the  sense  of  taste,  and  even  its  complete  abolition,  the 
loss  of  the  sense  of  smell,  the  diminution  or  the  loss  of  hearing  have 
been  noted  in  connection  with  lesions  of  the  bones,  of  the  meninges, 
of  the  brain,  or  of  the  nerves  of  special  sense.  The  disturbances  of 
vision  are  exceedingly  variable,  and  depend  upon  the  seat  of  the 
lesion — whether  it  is  localized  in  the  optic  tracts  before  their  inter- 
crossing, at  the  optic  chiasm,  or  upon  the  optic  nerves  in  their  intra- 
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osseous  canals.  Subjective  symptoms  are  observed,  such  as  mus- 
cse  volitantes,  circles  of  fire,  etc.,  the  sight  of  only  a  portion  of 
objects,  an  incomplete  or  total  loss  of  vision.  These  phenomena  are 
benefited  and  very  frequently  cured  at  their  commencement  by  the 
iodide  of  potassium.  The  partial  paralysis  sometimes  first  shows 
itself  in  a  limb — in  the  lower  extremity  of  one  side  for  example,  and 
after  a  certain  interval  is  followed  by  transient  or  permanent  ameliora- 
tion, if  the  iodide  of  potassium  employed  in  time  has  produced  its 
curative  action;  if  the  lesion,  instead  of  being  checked,  continues  its 
progress,  complete  hemiplegia  may  supervene.  This  is  generally 
progressive,  slow  at  the  commencement,  with  incomplete  aphasia, 
especially  if  the  paralysis  be  on  the  right  side. 

[In  an  elaborate  memoir  founded  on  a  careful  study  of  seven  cases 
of  early  syphilitic  affections  of  the  nerve  centres,  Mauriac  arrived  at 
the  following  conclusions,  most  of  which  have  been  accepted  by  both 
syphilographers  and  neurologists  : — 

1st.  Syphilis  may  attack  the  nerve  centres  at  a  period  not  far  re- 
moved from  the  date  of  infection. 

a.  The  early,  "  precocious,"  cerebro-spinal  syphilitic  diseases  ap- 
pear during  the  period  of  greatest  activity  of  syphilis,  i.  e.,  during 
the  first  two  or  three  years. 

b.  They  are  the  most  frequent  visceral  complications  of  this  stage. 

c.  They  are  also  the  most  dangerous,  and  their  gravity  has  no  re- 
lation to  their  date  of  appearance,  the  earliest  being  as  formidable  as 
those  which  supervene  later. 

2d.  They  may  take  any  of  the  forms  of  disease  which  are  produced 
at  any  time  by  the  effects  of  syphilis  upon  the  nervous  system.^ 

a.  There  are,  however,  some  symptoms  Avhich  seem  to  predominate, 
the  most  frequent  of  all  being  complete  hemiplegia. 

b.  Right  hemiplegia  complicated  with  aphasia  is  the  most  common. 
e.  The  paralytic  outnumber  the  convulsive  or  epileptic  forms. 

d.  They  are  characterized  by  an  absence  of  systemization. 

e.  They  affect  the  spine  much  less  frequently  than  the  brain.^ 

['  R.  W.  Taylor  has  recorded  (The  Journal  of  Nervous  and  Mental  Diseases,  Jan. 
1876)  several  interesting  cases  of  early  cerebral  syphilis.  In  one  of  them  hemi- 
plegia appeared  in  the  fifth  month  after  infection  ;  the  others  were  characterized 
by  subacute  meningitis,  which  also  developed  within  the  first  year.] 

[«  HomoUe  gives  (Le  Progres  M6d.,  Jan.  1,  1876)  a  case  of  subacute  myelo- 
meningitis with  paraplegia  occurring  at  the  end  of  the  second  year  of  sj'philis. 
The  autopsy  revealed  softening  of  the  lower  portion  of  the  cord  and  a  thickening  of 
the  arterial  coats.   The  vessels,  however,  were  pervious.   Dr.  Keyes,  in  commenting 
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3d.  Hyperplasias  of  the  pia  mater  and  the  cortical  layer  of  the 
brain,  may  be  either  circumscribed  or  diffused,  but  are  usually  of 
the  former  variety,  and  together  Avith  characteristic  alterations  of  the 
sylvian  arteries  and  consecutive  softening  of  the  brain  substance 
constitute  the  special  lesions  of  these  diseases. 

4th.  In  the  majority  of  these  cases  the  initial  lesion  and  the  subse- 
quent mucous  and  cutaneous  symptoms  have  been  mild. 

a.  The  general  development  of  the  constitutional  disease  is  not 
prevented  or  retarded  by  the  occurrence  of  these  nervous  affections. 

b.  The  treatment  is  the  same  as  would  be  proper  at  the  particular 
stage  of  the  disease  at  which  the  nervous  phenomena  appear,  modi- 
fied as  to  dose,  combination  with  other  agents,  etc.,  only  by  the 
special  symptoms  of  the  case  in  question.] 

These  cases  of  hemiplegia  are  not  accompanied,  like  those  of 
copious  hemorrhages,  or  of  apoplectiform  softening,  by  a  total  loss  of 
consciousness.  Patients  preserve,  on  the  contrary,  to  a  great  extent 
their  consciousness,  as  is  the  case  in  certain  forms  of  cerebral  soften- 
ing, and  the  paralysis  affects  only  the  power  of  motion.^ 

The  paralytic  phenomena  which  have  just  been  considered,  or  one 
of  them,  preceded  by  cephalalgia,  terminating  in  convulsions,  or  in  a 
comatose  condition  and  death,  constitute  a  common  form  of  syphilitic 
cerebral  disease  (paralytic  forna  of  Lancereaux).  But  in  other  obser- 
vations, only  hebetude  and  the  paralysis  of  the  insane  are  observed 
during  the  entire  duration  of  the  malady.  In  other  cases  it  is  apha- 
sia which  predominates,  the  impossibility  of  finding  other  expressions 
than  one  or  more  words,  coexisting  with  a  certain  relative  intelligence, 
sometimes  even  with  the  possibility  of  writing.  Aphasia  is  at  times 
intermittent,  returning  by  exacerbations,  with  a  gradual  or  sudden 
weakening  of  the  motor  power  of  the  right  side  (Mauriac).  This 
aphasia  is  connected  Avith  gummata  occupying,  as  in  the  case  of  Bour- 

on  this  case,  remarks  that  this  form  of  syphilitic  spinal  disease  differs  pathologi- 
cally from  tertiary  disease  of  the  same  region  ;  in  the  latter  there  is  always  either 
gummy  tumor,  sclerosis  or  disease  of  the  bony  canal,  with  or  without  meningitis 
or  arterial  lesions.] 

[I  Buzzard  has  recorded  {The  Lancet,  J"uue  7, 1879)  several  cases  of  "  prolonged 
somnolence,"  associated  with  hemiplegia,  and  resulting  in  recovery.  The  condi- 
tion was  simply  one  of  stupor  and  drowsiness,  from  which  the  patient  could  be 
readily  aroused.  Heubner  attributes  this  somnolency  to  the  narrowing  of  a  num- 
ber of  arteries,  in  consequence  of  which  there  is  congestion  and  defective  oxidation, 
and  accounts  for  the  temporary  recoveries  by  tlie  possibility  of  the  nervous  sub- 
stance becoming  gradually  accommodated  to  tlie  change  of  vascular  tension.] 
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ceret  and  Cossy,  the  posterior  part  of  the  second  and  third  frontal 
convolutions,  or  with  the  limited  softenings  following  gummata  and 
thromboses  of  the  middle  cerebral  arteries.  Finally,  along  with  sev- 
eral other  phenomena  connected  with  the  intelligence  or  the  power  of 
motion,  convulsive  symptoms  often  predominate — veritable  attacks  of 
epilepsy  characterized  by  facial  grimaces,  twisting  of  the  neck,  clonic 
convulsions,  and  biting  of  the  tongue.  However,  these  epileptiform 
attacks,  which  follow  syphilis,  and  from  which  the  patient  has  never 
suffered  during  infancy,  do  not  present  the  same  chai'acteristics  as 
idiopathic  epilepsy.  The  initial  cry  is  rare,  the  convulsions  are  often 
limited.  The  loss  of  consciousness  is  not  always  absolute ;  intelli- 
gence is  lost  gradually,  and  the  attacks  leave  after  them  lethargy  and 
incomplete  paralysis,  which  end  by  becoming  absolute.  In  place  of 
convulsive  attacks  a  simple  trembling  has  been  noted. 

[Charcot  believes  partial  syphilitic  epilepsies  to  be  among  the  most 
common  developments  of  cerebral  syphilis.  He  desci'ibes  as  follows^ 
the  characteristic  symptoms  of  the  disease : — 

Partial  epilepsy,  whether  of  syphilitic  origin  or  not,  generally  com- 
mences by  convulsive  movements  of  the  face  or  arms  on  one  side  of 
the  body.  An  attack  commencing  in  the  lower  extremity  must,  there- 
fore, be  regarded  as  exceptional.  In  some  cases,  moreover,  the  dis- 
ease assumes  the  appearance  of  ordinary  epilepsy,  for  the  patient 
suddenly  falls  down  in  an  unconscious  state,  followed  by  convulsions, 
which  are  more  or  less  general  in  character.  The  imminence  of  the 
latter  is  constantly  indicated  by  severe  headache,  confined  to  a  limited 
spot  on  the  side  of  the  head.  The  pain  quickly  extends  to  the  face 
and  neck  on  the  same  side  ;  but  there  are  exceptions  to  this  general 
rule. 

Another  point  to  be  noted  is  that  the  attacks  very  frequently  set 
in  towards  evening.  The  manner  of  attack,  and  the  succession  of 
convulsive  symptoms,  are  conformable  to  the  rules  established  by  Dr. 
Hughlings  Jackson.  That  distinguished  physician  has  observed  that 
when  the  convulsive  movements  of  partial  epilepsy,  commencing  in 
the  arm,  tend  to  become  more  general,  they  attack  the  face  before 
they  extend  to  the  leg.  If  the  irregular  movements  have  commenced 
in  the  face,  the  disease  extends  to  the  upper  extremity  first,  and  then 
to  the  legs.  Lastly,  if  it  be  the  lower  extremity  Avhich  is  first 
attacked,  the  disorder  of  motor  power  is  seen  in  the  arm  first,  and 
then  in  the  face. 


['  Medical  News  and  Library,  April,  1877.] 
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Circumscribed  gummous  inflammation  of  the  pia  mater  appears 
to  be  the  pathological  condition  most  frequently  connected  with  par- 
tial syphilitic  epilepsy.  This  has  been  pointed  out  by  Todd,  Eche- 
verria,  Lancereaux,  and  some  other  writers.  It  is,  however,  certain 
that  several  other  forms  of  cerebral  disease  may  be  determined  by  this 
same  gummous  meningitis.  The  variations,  as  Ave  have  good  reason 
to  believe,  depend  on  the  points  of  cerebral  surface  attacked.  If  we 
accept  the  theory  founded  on  recent  investigations,  the  gummous 
patches  in  partial  syphilitic  epilepsy  should  be  found  on,  or  very  near 
to,  the  ascending  frontal  or  parietal  convolutions.  This  has  not  yet 
been  established  by  actual  observation,  but  Prof.  Charcot  feels  con- 
fident that  the  proof  is  only  delayed.  So  long  as  the  disease  has  not 
become  inveterate — so  long,  in  a  word,  as  there  are  intervals  of  fi-ee- 
dom  from  attack,  we  are  entitled  to  conclude  that  the  cerebral  sub- 
stance has  not  been  disorganized  by  the  gummous  inflammation  of 
the  meninges. 

From  a  record  of  274  cases  of  epileptiform  seizures  of  an  undoubted 
syphilitic  origin.  Dr.  Thomas  Stretch  Dowse  summarizes  his  observa- 
tions very  briefly  as  follows  :^  The  age  of  the  patient  is  an  important 
guide.  Should  a  man  or  a  woman  be  attacked  by  epilepsy  between 
thirty  and  forty  years  of  age,  without  any  hereditary  predisposition, 
or  a  previous  seizure,  then  a  syphilitic  cause  may  be  apprehended. 
And,  apart  from  this,  if  between  the  attacks  there  is  some  degree 
of  mental  derangement,  our  basis  for  a  diagnosis  is  greatly  sim- 
plified, and  it  is  even  more  so  if  there  be  a  paresis  more  or  less  pro- 
found, localized,  or  unilateral,  but  generally  passing  oft"  after  the 
epileptiform  seizure.  The  reflex  processes  are  rarely  if  ever  com- 
pletely absent.  The  iris  may  contract  under  the  influence  of  a  strong 
light ;  the  lids  close  when  the  conjunctiva  is  tickled,  and  a  state  of 
semi-consciousness,  rather  than  profound  coma,  is  a  prominent  feature 
from  first  to  last. 

The  stages  of  the  attack  are  ill-defined,  and  merge  one  into  the 
other.  The  universal  tonic  spasm,  with  thotonism,  rarely  presents 
itself.  Pallor,  rather  than  cyanosis,  is  the  facial  exponent,  and  the 
duration  of  the  fit  is  protracted  to  many  hours,  with  intervals  of  wan- 
dering, delirium,  and  excitement.  Foaming  at  the  mouth  is  less 
prominent  than  a  profuse  flow  of  saliva,  and  all  sorts  of  cries  are 
associated  with  the  seizure  ;  but  they  are  rarely  so  exalted  as  Rom- 
berg expresses  it,  "  shrill  and  terrifying  to  man  and  beast." 

[1  The  Practitioner,  March,  1877.] 
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And,  lastly,  in  reference  to  albumen  in  the  urine.  Considerable 
attention  has  been  given  to  this  point,  but  it  has  not  been  found  in 
any  but  a  few  of  the  cases  ;  but  epileptoid  seizures,  associated  with 
albuminoid  syphilis,  and  a  plentiful  secretion  of  pliosphatic  albuminous 
urine  ai'e  not  uncommon. 

M,  Fournier  says:'  1.  Every  case  of  epilepsy  appearing  for  the 
first  time  in  an  adult  subject  of  known  syphilitic  antecedents  should 
be  attacked  with  specific  treatment.  2.  Every  case  of  epilepsy  hap- 
pening under  the  same  conditions  in  a  person  of  uncertain  or  denied 
syphilitic  antecedents,  should  still  at  least,  if  not  plainly  explicable 
by  some  other  cause,  be  submitted  empirically  to  specific  treatment. 
In  obeying  these  two  precepts  marvellous  successes  may  be  sometimes 
obtained. 

It  is  denied,  and  it  seems  to  us  with  great  justice,  that  syphilis 
ever  causes  epilepsy  without  first  producing  some  structural  altera- 
tion, the  most  frequent  lesion  being  chronic  meningitis. 

Gowers  asserts,^  that  although  attacks  of  syphilitic  epilepsy  closely 
resemble  those  of  idiopathic  epilepsy,  they  may  be  distinguished:  1, 
by  the  age  of  the  patient ;  they  usually  commence  after  twenty-five 
years  of  age,  and,  therefore,  at  a  period  of  life  at  which  epilepsy  less 
commonly  begins  ;  2,  by  the  persistent  headache  which  commonly 
precedes  their  occurrence,  and  exists  during  the  whole  of  the  inter- 
vals between,  and  not  merely  after  the  attacks.;  3,  by  the  frequent 
association  of  optic  neuritis  ;  4,  by  the  coincidence  of  paralytic  symp 
toms;  and,  5,  by  the  association  of  early,  and  often  progressive,  mental 
distui'bance. 

We  have  seen  during  the  last  year  three  cases  of  syphilitic 
epilepsy,  occurring  in  one  case  twelve  months,  in  another  eighteen 
months,  and  in  the  third  two  years  after  the  contraction  of  the 
disease.  The  most  interesting  point  which  was  common  to  all  these 
was  the  development  very  early  in  the  secondary  period,  as  the 
most  prominent  and  annoying  symptom,  of  severe  headaches.  These 
yielded  after  some  time  to  vigorous  specific  treatment,  but  returned 
at  short  intervals  and  on  slight  provocation.  In  one  of  these  cases, 
the  patient  was  confined  to  bed  with  a  headache,  which  lasted  for 
nearly  ten  days,  was  agonizing  at  night,  yielded  only  to  large 
doses  of  morphia,  and  only  very  slowly  subsided  under  active  mixed 

['  L'Union  M6dicale,  1876.] 

Hill  and  Cooper,  op.  cit.,  p.  221.] 
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treatment.  The  temperature  varied  from  100°  F.  to  102°  F. ;  the 
tongue  was  dry,  fui'red,  and  cracked,  and  the  condition  was  decidedly 
typhoid  in  its  character.  No  sensorial  or  other  cerebral  disturbance 
was  noticed,  and  no  convulsions  recurred.  The  early  appearance  of 
obstinate  headache  may  probably  be  considered  an  indication  that  the 
special  dangers  which  the  patient  has  to  run  in  the  future  are  those 
connected  with  some  of  the  developments  of  cerebral  syphilis.] 

There  exist  observations  on  cerebral  syphilis  in  which  the  symptoms 
have  approached  very  nearly  to  general  paralysis. 

[It  is  very  important  in  many  cases  of  suspected  cerebral  syphilis, 
associated  with  symptoms  of  insanity,  to  distinguish  between  the  non- 
specific general  paralysis  of  the  insane  and  the  paralysis  not  infre- 
quently found  in  the  later  stages  of  syphilis.  The  importance  of 
making  the  diagnosis,  if  possible,  rests  upon  the  influence  which  it 
will  exert  in  both  prognosis  and  treatment,  the  syphilitic  affection  being 
often  relieved,  or  apparently  cured,  by  the  employment  of  mercury 
and  the  iodides,  while  the  other  affection  is  incurable.  Dr.  W.  G. 
Mickle  in  a  paper  upon  cases  of  this  character  thus  details  the  points 
by  which  he  believes  syphilitic  paralysis  may  be  recognized:  — 

"  1.  Distinct  history  or  symptoms  of  syphilis.  2.  Preceding  cranial 
pains,  nocturnal  and  intense.  3.  Exaltation  less  marked,  less  per- 
sistent, and  perhaps  less  associated  with  general  maniacal  restlessness 
and  excitement  than  in  most  cases  of  general  paralysis.  4.  Some- 
times by  such  complications  as  palsies  of  one  or  several  cranial  nerves, 
or  hemiplegia,  paraplegia,  etc.,  having  the  character  and  course  of 
syphilitic  palsies.  5.  The  greater  frequency  of  optic  neuritis,  early 
amaurosis,  deafness,  local  ansesthesia,  vertigo,  or  local  rigid  contrac- 
tion. 6.  The  affection  of  articulation  is  paralytic  rather  than  paretic, 
and  usually  speech  is  not  accompanied  by  any  facial  or  labial  tremors. 
7.  By  cerebral  or  spinal  meningitis,  or  pachymeningitis.  8.  By  the 
variety  of  the  motor  and  sensory  symptoms,  their  capricious  associa- 
tion or  succession,  and  transitory  character,  and  by  the  absence  of 
the  general  progressive  muscular  paresis  of  the  other  disease.  9.  By 
the  effect  of  anti-syphilitic  treatment.'"  Dr.  Mickle  also  states  that 
in  general  paralysis  the  faradic  contractility  of  the  muscles  of  the 

['  British  and  Foreign  Med-Cliir.  Review,  July  and  Oct.  187G  ,  April,  1877. 
Abstract  hy  Dr.  E.  C.  Seguin.] 
21 
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extremities  becomes  considerably  and  progressively  lessened,  while  in 
syphilitic  cases  it  is  normal,  or  not  much  impaired.' 

Dr.  C.  R.  Drysdale^  believes  that  general  paralysis  of  the  insane 
is  never  caused  by  syphilis,  although  he  recognizes  the  existence  of 
syphilitic  insanity  in  the  form  of  mania,  melancholia,  or  dementia. 

tie  adds :  "  It  is  true,  perhaps,  that  many  patients  with  general 
paralysis  have  had  syphilis.  Mendel  speaks  of  ninety  cases  out  of 
one  hundred  and  seventy-six  ;  but  there  are  many  reasons  why  it  is 
difficult  to  admit  that  there  is  any  relation  of  cause  and  eifect  in  these 
two  diseases.  General  paralysis  has  very  marked  characters ;  it  is 
almost  confined  to  the  male  sex,  scarcely  ever  seen  before  the  age  of 
thirty-five,  and,  in  the  male,  it  almost  always  aifects  the  middle  classes, 
whilst,  in  women,  it  almost  always  is  seen  amongst  the  poor.  Syphilis 
has  no  preference  for  either  age  or  sex,  and  when  the  cranium  of  a 
patient  with  cerebral  syphilis  is  opened,  we  never  find  (as  in  the 
general  paralytic  invariably  is  the  case)  generalized  meningitis. 
Cerebral  syphilis  presents  special  lesions.  The  affection  of  the  cra- 
nium in  general  paralysis  never  goes  beyond  the  meninges ;  whilst  in 
the  case  of  gummy  tumor  commencing  in  the  meninges,  it  will  extend 
and  attack  either  the  dura  mater,  the  bones,  or  the  cerebral  pulp 
itself.    If  it  has  lasted  long,  we  cannot  say  where  it  began. 

['  A  table  compiled  from  a  lecture  on  insanity,  by  Dr.  E.  C.  Seguin  (Hospital 
Gazette  and  Archives  of  Clinical  Surgery,  September  12,  1878),  contrasts  the  two 
diseases  as  follows  : — 

GENERAL  PARALYSIS  OF  THE  INSANE.  SYPHILITIC  GENERAL  PARALYSIS. 

Prodromic  stage.  Absent. 

Exalted  notions,  numerous  and  varied,  Rare  or  absent. 

and  relatively  exalted  according  to 

position  in  life. 

Speech  is  tremulous  and  jerky.  Speech  is  thick. 

Tremor  of  hands  and  lips.  Absent  as  a  rule. 

Preservation  of  strength.  Paresis  or  actual  paralysis. 

Pupils  are  apt  to  be  contracted.  Apt  to  be  open  or  wide. 

No  involvement  of  cranial  nerves.  Palsy  of  the  third  or  of  other  cranial 

nerves. 

No  headache.  Headache  nocturnal. 

Transient  aphasic  attacks.  More  serious  aphasic  attacks. 

Spontaneous  remissions.  Progressive,  except  under  treatment. 

Abnormal  cravings  or  appetites.  None. 

Satyriasis.  Diminished  virility. 

Elevation  of  temperature.  Usually  none. 

Irritation  and  incoordination,  usually  Actual  paralysis.] 
without  true  paralysis. 

A  paper  read  before  the  British  Medical  Association,  1880.] 


SYPHILITIC  PARALYSIS. 


323 


"  Treatment  again  is  of  great  service  in  many  cases  of  cerebral 
syphilis,  sometimes  restoring  apparently  hopeless  cases.  When  gene- 
ral paralysis  exists,  all  treatment  is  unavailing.  Specifics  have  no 
power  at  all  against  a  meningitis,  which,  if  it  were  syphilitic,  would 
surely  be  aflfected  by  them. 

"  Many  cases,  too,  are  on  record,  where  syphilis  has  coexisted  with 
general  paralysis  of  the  insane.  In  such  cases  specific  treatment  can 
remove  an  exostosis,  or  a  paralysis  of  the  motores  oculi,  or  a  gummy 
tumor  in  the  palate  ;  but  it  leaves  the  other  afiection  untouched." 

Hence  his  conclusion  is  that  syphilis  has  nothing  to  do  with  the 
general  paralysis  of  the  insane. 

M.  BalP  gives  a  resum^  of  Fournier's  views  on  insanity  attending 
syphilis,  which,  according  to  that  observer,  presents  itself  either  as  a 
syphilitic  dementia,  as  mania,  or  as  general  pseudo-paralysis. 

In  syphilitic  dementia,  the  patient's  temperament  undergoes  a  radi- 
cal change.  His  intelligence  is  clouded  and  his  conduct  strange.  He 
becomes  moody  and  taciturn.  Labor  is  fatiguing  and  intolerable. 
His  memory  fails,  though  judgment  often  remains.  Loss  of  memory 
may  either  be  sudden  or  complete,  or  gradual  and  imperfect.  The 
patient  becomes  careless  as  to  his  personal  appearance,  and  very 
irritable.  This  condition  may  be  designated  as  a  precocious  senility 
of  the  mind,  differing  from  senile  dementia,  however,  in  being 
curable. 

Syphilitic  mania  may  be  suddenly  developed  or  present  prodromal 
symptoms.  The  latter,  when  present,  consist  in  a  peculiar  excite- 
ment, feverish  activity,  and  in  unusual  loquacity.  These  prodromata 
terminate  in  delirium,  which  may  manifest  itself  in  several  forms. 
Sometimes  it  is  active  and  attended  by  complete  insomnia.  The  patient 
becomes  destructive,  and  suicidal  tendencies  show  themselves.  The 
delirium  assumes  the  form  of  hypochondriasis  or  syphiliphobia.  The 
patient  believes  himself  persecuted.    The  delirium  is  impulsive. 

General  syphilitic  paralysis.  This  variety  of  the  disease  begins 
with  mental  hebetude  and  with  incoherencies  of  speech.  The  speech 
may  become  embarrassed,  and  stuttering,  and  local  paralyses,  par- 
ticularly those  of  the  eye,  soon  follow.  The  diagnosis  is  based  upon 
the  concomitant  symptoms,  as  headache,  alopecia,  and  gummata,  but 
particularly  upon  partial  paralyses.  Strabismus  is  another  valuable 
diagnostic  symptom. 

['  AniiaL  et  BulL  de  la  Soc.  cle  Merleoine,  July,  1881,] 
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The  prognosis  is  favorable  if  the  case  receives  prompt  treatment, 
although  the  disease  sometimes  terminates  fatally.  The  treatment 
must  be  energetic  and  thorough.  At  the  beginning  the  mixed  treat- 
ment is  indicated :  5  grms.  (75  gr.),  at  least,  of  the  iodide  of  potas- 
sium should  be  exhibited  daily,  and  inunctions  also  employed.  If  mer- 
cury is  not  well  tolerated,  recourse  may  be  had  to  the  chloride  of 
gold.] 

After  a  riapid  survey  of  these  syphilitic  encephalopathies,  it  is  seen 
that  this  is  a  malady  ■which  has  not  a  constant  and  regular  form,  and 
of  which  no  one  symptom  is  invariably  present.  In  one  case  they 
nearly  all  will  be  found  united,  as  in  the  observation  of  Coyne  and 
Lepine,  given  on  page  844  ;  in  another  case,  no  other  symptom  but 
cephalalgia  will  present  itself,  as  in  the  case  of  Peltier  and  Coyne 
(see  page  850),  where  sudden  death  took  place  without  any  other 
phenomenon  than  pain.  Nevertheless,  in  this  last  case  there  was  a 
gumma  the  size  of  a  small  walnut  in  the  cerebellum. 

[Althaus  has  observed*  syphilitic  affections  of  the  nervous  system 
most  frequently  in  persons  between  twenty  and  thirty  years  of  age  ; 
he  regards  as  predisposing  causes  the  neuropathic  diathesis,  hereditary 
tendencies,  excessive  mental  strain,  sexual  excess,  injuries,  depressing 
emotions,  and  incomplete  treatment.^  He  divides  these  affections 
into  three  forms: — 

1.  A  congestive  or  hypersemic  form — characterized,  when  allowed 
to  go  on,  by  the  general  symptoms  of  paralysis  of  the  insane,  followed 
by  aphasia,  hemiplegia,  paraplegia,  etc. 

In  some  cases  the  cervical  sympathetic  nerve  has  been  found  in  a 
state  of  degeneration,  and  it  is  probable  that  disease  of  the  superior 
ganglion  of  this  nerve  may  have  an  important  influence  in  the  produc- 
tion of  the  repeated  attacks  of  hypersemia. 

2.  A  cerebral  tumor — a  gumma,  either  hard  or  soft.  There  are 
then,  nocturnal  headache,  sleeplessness,  epileptiform  attacks — which 
are  the  most  prominent  symptoms,  the  various  phenomena  produced 
by  involvement  of  the  cerebral  nei'ves,  etc. 

8.  Disease  of  the  arteries — when  this  involves  the  basal  sphere  of 

['  Medical  Times  and  Gazette,  Nov.  10,  1877.] 

Dr.  Dowse  believes  that  there  are  two  prime  factors  which  tend  to  induce 
syphilis  to  expend  itself  upon  the  hrain  and  nervous  system,  the  first  being  here- 
ditary predisposition;  the  second,  previoiis  inflammatory  changes  due  to  excesses, 
exhausting  diseases,  or  traumatism.  The  Medical  Press  and  Circular,  Feb.  27, 
1878.] 


CEREBRAL  SYPHILIS. 


325 


cerebral  nutrition,  comprising  the  vertebral,  basilar,  and  carotid  ar- 
teries, the  circle  of  Willis,  etc.,  in  which  there  is  little  anastomosis, 
the  result  of  occlusion  of  the  vessels  is  some  form  of  necrobiosis,  red, 
yellow,  or  white  softening  followed  by  hemiplegia. 

In  the  cortical  sphere,  plugging  of  the  vessels  is  not  so  directly 
dangerous,  as  the  peripheral  parts  may  still  be  supplied  with  blood  by 
anastomosis  from  the  pia  mater.  Still  the  sudden  establishment  of 
collateral  circulation  by  increasing  the  vascular  pressure  often  gives 
rise  to  the  temporary  apoplectic  seizures  which  are  so  common  in  this 
form  of  syphilis.* 

Ileubner'  also  divides  cerebral  syphilis  into  three  distinct  clinical 
groups,  which,  however,  have  certain  symptoms  in  common,  the  most 
frequent  of  which  are  headache  and  sleeplessness. 

Of  the  three  fundamental  types  which  he  lays  down,  the  first  con- 
sists in  physical  disturbances,  with  epilepsy,  incomplete  paralysis,  and 
a  final  comatose  condition,  usually  of  short  duration. 

This  epileptic  form  is  in  nearly  all  cases  found  to  be  due  to  a  gura- 
mous  growth  in  the  pia  mater  of  the  convexity  of  one  of  the  cerebral 
hemispheres,  either  limited  and  superficial,  or  involving  more  or  less 
of  the  cortex,  and  forming  a  distinct  tumor.  Out  of  twenty-six  cases 
observed  by  Heubner,  where  the  morbid  process  was  of  this  form,  epi- 

['  Dr.  C.  C.  Gray  (Proceedings  of  Med.  Soo.  of  County  of  Kings,  April,  '79)  thus 
alludes  to  these  points  :  "  The  morbid  changes  are  of  two  kinds.  There  may  be 
diffuse  infiltration  or  tumors  of  the  dura  mater  and  subarachnoid  spaces,  impli- 
cating the  surrounding  structures  in  their  growth  ;  or  there  may  exist  disease  of 
the  arteries  at  the  base  of  the  brain.  The  arterial  degenerations  are  of  the 
arteries  composing  the  circle  of  Willis,  and  especially  the  internal  carotids  and 
their  branches.  The  specific  deposit  begins  between  the  inner  coat  of  the  vessel 
and  the  endothelium,  narrowing  the  calibre  of  the  blood-channel,  or  even  abso- 
lutely obstructing  it.  The  lesions  are  thus  manifold  in  their  consequences.  The 
new  formations  and  the  infiltrations  are  irritative  to  the  membranes  and  the 
nervous  structures  beneath,  or  they  may  be  destructive  to  the  gray  matter  of  the 
convolutions,  by  causing  the  death  of  cells  upon  whose  existence  the  function  of 
the  part  depends  ;  whilst  the  constriction  or  occlusion  of  the  vessels  diminishes  or 
cuts  off  the  aliment  of  the  tissues,  and  correspondingly  devitalizes  tliem.  Inter- 
ference with  the  blood-current  in  the  internal  carotids  and  their  offshoots,  the 
chosen  site  of  specific  arterial  alteration,  is  peculiarly  disastrous  ;  since  the  middle 
cerebral  or  Sylvian  arteries,  springing  directly  from  the  internal  carotids,  supply 
the  corpora  striata  and  optic  thalami  with  branches  which  are  terminal,  so  that 
there  is  no  anastomosing  and  collateral  circulation  at  hand  to  roli(*ve  those  basal 
ganglia  of  the  evils  attendant  upon  a  blockade  of  the  blood-supply  through  their 
sole  nutrient  vessels."] 

[*  Ziemsscn,  Cyclopajdia  of  Medicine,  vol.  xii.J 
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leptic  or  convulsive  attacks  occurred  twenty  times ;  whilst  in  nineteen 
other  cases,  where  the  growth  was  limited  to  the  white  substance  or 
the  base  of  the  brain,  this  symptom  was  found  only  twice.  Similar 
observations  were  made  by  Jaksch,  and  these  records  entirely  agree 
with  the  experience  of  Wilks,  Hughlings  Jackson,  and  others. 

The  second  form  described  by  Heubner  is  the  apoplectic,  charac- 
terized by  "  genuine  apoplectic  attacks,  with  succeeding  hemiplegia, 
in  connection  with  peculiar  somnolent  conditions  occurring  in  often- 
repeated  episodes,  frequently  phenomena  of  unilateral  irritation,  and 
generally  at  the  same  time  paralysis  of  the  cerebral  nerves."  The 
symptoms  vary  greatly  in  character  and  degree. 

It  is  in  this  form  that  the  peculiar  affection  of  the  cerebral  arteries, 
leading  to  their  more  or  less  complete  obstruction,  is  found,  and  upon 
this  change  appear  to  depend  the  apoplectic  attacks  and  the  hemi- 
plegia. 

The  third  form  described  by  Heubner  resembles  very  closely  ordi- 
nary general  paralysis  of  the  insane.  It  differs,  however,  in  the 
comparative  infrequency  with  which  delusions  of  exaltation  are  ob- 
served, and  in  the  fact  that  exacerbations  in  the  psychical  symptoms 
often  coincide  with  the  outbreak  of  fresh  syphilitic  eruptions,  or  other 
local  affections  of  bones,  throat,  nose,  etc.  Later  on,  transient  and 
irregular  paralyses  are  observed,  which  come  and  go  in  a  very  rapid 
manner.  Still  the  distinction  from  some  cases  of  paralytic  dementia 
is  not  easy  to  define. 

Mr.  Hutchinson  says:^  The  occlusion  of  an  artery  and  subsequent 
softening  of  brain-substance  are  one  thing ;  a  gumma  of  the  dura 
mater  is  another.  They  ai'e  diff'erent  in  their  symptoms,  course,  and 
progress  under  treatment.  If  a  man  be  hemiplegic  from  softening  of 
the  corpus  striatum  consequent  on  arterial  occlusion,  there  is  but  little 
hope  that  he  may  recover,  however  vigorously  the  iodide  be  pushed. 
It  may  prevent  further  arterial  disease,  but  can  not  repair  the  brain. 
In  cases  of  gumma,  the  hopefulness  of  treatment  is,  on  the  other 
hand,  indefinite,  and  the  triumphs  of  the  remedy  are  matters  of 
everyday  expei'ience.  In  many  cases,  too,  the  differential  diagnosis 
can  be  made  with  fair  accuracy.  If  we  say  that  we  recognize  three 
forms  of  cerebral  disease — one  in  which  the  symptoms  result  from 
arterial  occlusion,  one  from  the  irritation  of  gummata,  and  one  from 
periosteal  thickening — we  may  assume  that  sudden  attacks  of  paraly- 


['  Medical  Times  and  Gazette,  Feb.  17,  1877.] 
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sis  denote  the  one,  that  the  second  has  all  the  symptoms  common  to 
cases  of  tumor,  and  that  the  severe  pain  and  headache  go  with  the 
last.  To  each  of  tlie  three  conditions  a  group  of  special  symptoms 
might  easily  be  assigned.  We  are  surely  advanced  past  the  stage 
Avhen  it  was  necessary  to  mention  all  the  symptoms  which  occur  sev- 
erally in  each,  as  if  all  were  to  be  expected  in  the  condition  known 
as  "  cerebral  syphilis."  No  doubt  in  some  cases  all  three  lesions  are 
present  together,  and  in  many  two  of  them  ;  but  this  ought  not  to 
prevent  us  from  trying  to  discriminate,  when,  as  is  the  case  in  most 
instances,  discrimination  is  practicable. 

He  is  not  sure  that  we  shall  not  be  obliged,  as  knowledge  ad- 
vances, to  admit  yet  a  fourth  group  of  cases — those  namely,  in  which 
the  symptoms  are  those  rather  of  progressive  and  slow  atrophy  than 
of  new  growth  or  inflammation.  He  suspects  that  there  are  such  cases, 
and  that  they  are  far  less  amenable  to  treatment  than  any  of  the  others. 

A  further  consideration  of  this  most  interesting  subject  would  lead 
us  beyond  the  scope  of  the  present  volume,  but  the  constantly  increas- 
ing importance  which  is  being  given  to  syphilis  as  a  factor  in  the 
production  of  cerebral  disease  has  led  us  to  supplement  the  description 
of  the  author  with  those  of  the  foregoing  distinguished  authorities.] 

A  word  should  be  said  regarding  the  symptoms  Avhich  correspond 
to  the  syphilitic  lesions  of  the  spinal  cord.  If  only  authentic  obser- 
vations, and  those  in  which  the  autopsy  has  confirmed  the  nature  of 
the  disease  are  considered,  there  is  but  little  to  do ;  but  there  are  re- 
corded, however,  a  certain  number  of  paraplegic  cases  which  have 
been  improved  or  even  cured  by  the  iodide  of  potassium,  in  which, 
of  course,  anatomical  confirmation  was  wanting.  The  phenomena 
observed  in  lesions  of  the  spinal  cord  are,  in  the  first  place,  pain  more 
or  less  intensified,  a  rachialgitis  limited  to  the  diseased  part  of  the 
marrow  or  extended  in  a  circle,  and  a  paralysis  of  the  inferior  ex- 
tremities, of  the  bladder,  or  the  superior  extremities,  according  to  the 
seat  of  the  lesion. 

[The  syphilitic  affections  of  the  spinal  cord  are  much  more  rare 
than  the  corresponding  diseases  of  the  brain  and  cranial  nerves, 
and  but  few  post-mortem  examinations  have  been  recorded.  Circum- 
scribed guramata  of  the  cord  are  not  so  common  as  a  diftused  gummous 
infiltration  of  the  meninges  and  lymphatic  spaces. 

Althaus  writes:^  Where  the  membranes  grow  together  with  the 


["  Medical  Times  and  Gazette,  Nov.  10,  1S77.] 
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periosteum  of  vertebrae  and  the  surface  of  the  cord,  there  are  generally 
proliferation  of  the  neuroglia  and  Avasting  of  the  white  columns.  Some 
cases,  in  which  the  symptoms  of  acute  ascending  spinal  paralysis  are 
observed  during  life,  seem  to  be  owing  to  hyperaemia  simply,  as  no 
real  structural  alterations  of  the  cord  have  been  discovered. 

In  this  latter  case  the  symptoms  generally  commence  at  an  early 
period — viz.,  in  the  first  year, — and  are  accompanied  by  the  usual 
early  manifestations  of  constitutional  syphilis.  The  first  symptom  is 
sudden  paraplegia,  with  incontinence  of  urine  and  faeces.  There 
is  no  pain  in  the  spine,  and  no  anaesthesia  of  the  limbs.  Decubitus 
soon  becomes  developed,  and  the  patient  dies  within  a  few  weeks 
from  the  beginning  of  these  symptoms. 

More  frequently,  however,  paralysis  comes  on  in  the  later  periods 
of  the  disease,  after  many  other  symptoms  have  existed  for  a  long 
time.  There  is  muddy  pallor  of  the  skin,  and  a  disagreeable  smell 
about  the  patient,  who  is  generally  feeble  and  in  a  state  of  constant 
malaise.  He  experiences  pain  at  different  points  of  the  spine, 
which  is  increased  by  pressure  ;  and  also  pain,  pins  and  needles, 
numbness  and  stiffness,  in  the  lower  extremities.  These  symptoms 
come  and  go,  and  then  there  is  all  of  a  sudden  an  attack  of  paraplegia 
or  hemiplegia.  Where  the  seat  of  the  disease  is  in  the  lower  por- 
tion of  the  dorsal  cord,  there  is  also  paralysis  of  the  sphincters. 
If  the  case  is  not  well  treated,  the  paralysis  remains  stationary,  and 
ultimately  decubitus  is  developed,  followed  shortly  by  a  fatal  result. 
By  proper  treatment,  however,  the  patient  may  get  well  in  a  very 
short  time. 

Where  the  cei'vical  spine  is  affected,  matters  are  more  serious. 
There  are  then  not  only  paraplegia  and  paralysis  of  the  sphincters,  but 
also  of  the  thoracic  and  abdominal  muscles,  the  upper  extremities, 
and  the  diaphragm.  Asphyxia  from  paralysis  of  the  phrenic  nerve,  or 
from  pneumonia,  generally  carries  the  patient  off  in  a  short  time,  unless, 
as  we  have  seen  it,  the  remedy  proves  stronger  than  the  disease.  But 
in  cases  of  this  class  we  cannot  look  forward  to  perfect  recovery,  as 
the  posterior  columns  of  the  cord  generally  become  disorganized  be- 
yond thorough  repair,  and  a  state  resembling  locomotor  ataxia  may 
remain  for  life. 

When  growths  do  occur,  they  usually  Involve  the  membranes,  al- 
though they  may  come  from  the  substance  of  the  cord. 

Acute  and  chronic  myelitis,  meningitis,  either  with  or  without  ver- 


LOCOMOTOR  ATAXIA. 


329 


tebral  disease,  and  sclerosis  may  also  result  from  syphilis.  The 
symptoms  of  the  former  do  not  differ  from  those  of  the  ordinary 
idiopathic  diseases;  those  of  the  latter  will  be  presently  considered.] 
Fournier  has  recently  pointed  out  a  number  of  syphilitics  affected 
■with  locomotor  ataxia,  and  he  has  described  syphilitic  locomotor 
ataxia. 

[Of  the  many  disputed  points  which,  a  quarter  of  a  century  ago, 
engaged  the  attention  of  the  profession,  but  which  the  progress  of 
medical  science,  and  especially  the  increased  frequency  and  exacti- 
tude of  pathological  research,  have  effectually  disposed  of  or  recon- 
ciled, none  are  of  greater  interest  than  those  relating  to  that  most 
distressing  and  intractable  of  maladies,  locomotor  ataxia.  The  differ- 
ing or  opposing  views  which  then  existed,  have  been  gradually  sub- 
jected to  a  process  of  critical  analysis,  by  means  of  which  much  that 
was  doubtful  or  entirely  false  as  regards  the  site  and  character  of  the 
essential  lesion  and  the  interpretation  of  the  various  symptoms  has 
been  rejected,  the  disease  has  become  capable  of  accurate  definition 
and  classification,  and  its  recognition  by  the  general  practitioner  in 
one  of  its  several  stages  is  now  a  matter  of  daily  occurrence. 

With  its  symptoms  and  pathology  we  need  not  long  delay.  The 
constant  presence,  as  the  specific  lesion  of  the  malady,  of  a  hyperplasia 
of  the  neuroglia  of  the  posterior  columns  of  the  spinal  cord,  followed 
by  atrophy  and  degeneration  of  the  nerve  elements  or,  in  other  words, 
of  spinal  sclerosis,  most  marked  below,  but  often  advancing  gradually 
until  the  brain  is  reached,  is  now  universally  admitted.  The  symp- 
toms, first  of  irritation  of  the  posterior  or  sensory  spinal  nerves,  the 
fatigue  after  moderate  exertion,  rheumatic  or  neuralgic  pains,  abnor- 
mal sexual  impulses,  vesical  irritability,  cutaneous  hypersesthesia,  etc., 
followed  by  those  of  temporary  or  permanent  paralyses  of  sensation, 
absence  of  the  patellar  reflex,  anaesthesia  of  the  skin,  impotence,  in- 
continence of  urine,  amaurosis  and  deafness,  and  finally  by  the 
characteristic  loss  of  muscular  co-oi'dination  without  paralysis,  the 
staggering,  uncertain  gait,  the  inability  to  maintain  equilibrium,  the 
dependence  upon  the  sense  of  sight  for  recognition  of  position,  all 
these  are,  as  has  been  said,  well-recognized  evidences  of  the  disease. 
Their  association  with  and  relation  to  the  sclerotic  condition  are  also 
so  unmistakable  in  the  light  of  our  present  knowledge  of  the  physi- 
ology of  the  cord  that  they  require  no  comment. 

The  possible  causes  which  may  produce  the  sclerosis,  and  to  which 
it  has  been  assigned,  are  very  numerous,  the  principal  being  heredi- 
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tary  tendency,  previous  spinal  shock,  injury,  or  inflammation,  over- 
exertion, rheumatism,  gout,  exposure  to  cold  or  wet,  sexual  excess, 
alcoholism,  scrofula,  and  syphilis. 

It  may  be  said,  however,  that,  with  possibly  one  exception,  no  such 
definite  association  has  yet  been  shown  to  exist  between  locomotor 
ataxia  and  any  of  these  conditions  as  to  furnish  satisfactory  reasons 
for  considering  them  as  usually  related,  or  as  to  supply  reliable  indi- 
cations for  treatment. 

The  views  taken  by  most  authors  as  to  the  probable  cause  and  ter- 
mination of  any  particular  case  are  exceedingly  grave  and  discour- 
aging, but  they  nearly  all  agree  in  making  an  important  exception  in 
favor  of  ataxia  of  syphilitic  origin. 

This  is,  of  course,  what  might  be  expected  from  the  well-known 
amenability  of  syphilitic  lesions  to  properly  directed  treatment,  when- 
ever such  treatment  is  applied  before  actual  destruction  or  disintegra- 
tion of  tissue  has  taken  place. 

It  would  thus  seem  that  the  point  of  chief  importance  in  the  future 
study  of  locomotor  ataxia,  that  which  overshadows  all  others  in  its 
practical  value,  is  the  relation  of  this  disease  to  syphilis.  In  its  non- 
specific varieties  it  is  admitted  by  the  majority  of  authors  to  be  but 
little  if  at  all  benefited  by  treatment,  while,  on  the  other  hand,  those 
cases  in  which  the  association  with  syphilis  has  been  so  distinct  as  to 
lead  to  the  employment  of  specific  treatment  have  been  found  to  do 
well. 

If,  therefore,  it  can  be  shown  that  in  the  majority  of  cases  ataxia 
is  of  syphilitic  origin,  and  that  the  spinal  changes  upon  which  it  de- 
pends are  due  to  previous  syphilis,  the  influence  of  the  application  of 
these  facts  to  prognosis  and  to  treatment  becomes  evident. 

Here,  however,  excellent  authorities  diff'er,  and  we  feel  that  the 
subject  is  of  sufficient  importance  to  justify  an  extended  resume  of 
the  various  opinions. 

In  an  article  on  Syphilis  and  Locomotor  Ataxia,  by  W.  R.  Gowers,^ 
he  refers  to  a  paper  read  at  the  Bath  meeting  of  the  British  Medical 
Association,  in  which  he  had  expx-essed  the  opinion  that  syphilis  must 
be  regarded  as  a  cause  of  locomotor  ataxia  in  one-half  of  the  cases  of 
that  disease,  and  brought  forward  evidence  in  support  of  this  assertion. 
During  his  investigations  he  had  observed  thirty-three  cases  of  this 
disease.    Of  these  cases,  eighteen  had  a  distinct  history  of  constitu- 


['  London  Lancet,  Jan.  15,  1881.] 
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tional  syphilis,  fifteen  having  had  both  primary  sore  and  secondary 
symptoms,  three  secondary  symptoms  alone,  the  primary  sore  not  hav- 
ing been  recognized  ;  five  other  patients  had  had  the  primary  lesion, 
but  no  secondary  symptoms.  The  remaining  ten  cases  presented  no 
history  of  a  sore  or  constitutional  symptoms.  One  of  the  latter  had 
had  a  non-syphilitic  rash,  and  five  had  suffered  from  gonorrhoea. 

From  further  considerations,  Dr.  Gowers  concludes  that  at  least  50 
per  cent,  of  the  cases  of  ataxia  must  be  regarded  as  having  syphilis 
for  their  essential  cause.  It  may  not,  he  thinks,  have  been  the  only 
cause  of  the  disease ;  for  example,  sex  possibly  has  some  influence, 
"  but  the  teaching  of  these  facts,  as  far  as  they  go,  is  that  one-half 
of  the  patients  with  ataxia  would  not  have  this  disease  if  they  had 
not,  at  some  previous  period,  suifered  from  syphilis." 

In  regard  to  the  histological  lesion.  Dr.  Gowers  says :  "  The  lesion 
in  locomotor  ataxia  is,  however,  very  diff'erent  from  those  which  are 
ordinarily  caused  by  syphilis.  It  is  a  degeneration  limited  to  a  sys- 
tem of  structure,  and  contrasts  with  the  random  distribution  of  ordi- 
nary syphilitic  processes  and  I  can  corroborate  the 

statement  of  Westphal,  that  in  cases  which  succeed  syphilis,  the 
lesion  is  precisely  similar  to  that  found  in  other  cases.  But  theoreti- 
cal considerations  of  this  character  must  yield  to  facts.  We  know 
too  little  of  any  morbid  agency  thus  to  limit  its  possible  operation  to 
certain  forms  of  eff"ect,  with  which  we  happen  to  be  familiar.  Indeed, 
a  study  of  the  morbid  changes  which  are  universally  admitted  to  be 
due  to  syphilis  might  make  us  hesitate  in  exclusions.  In  the  falling 
of  the  hair  after  syphilis  we  have  a  change  which  no  one  hesitates  to 
ascribe  to  syphilis,  but  Avhich  is  very  unlike  its  other  consequences, 
and  might  almost  be  described  as  a  true  "  degeneration  of  a  system 
of  structure." 

"  Other  forms  of  degenerative  diseases  of  the  spinal  cord,  which 
occasionally  follow  syphilis,  may  also  have  a  causal  I'elation  to  it. 
It  seems  that  one  effect  of  constitutional  syphilis  may  be  to  induce  a 
neuropathic  state  in  which  Certain  degenerative  diseases  of  the  ner- 
vous system  readily  occur." 

Erb,  of  Germany,  has  recently  published'  some  important  facts  re- 
garding the  relation  of  syphilis  to  locomotor  ataxia.  They  corrobo- 
rate his  previously  published  statements,  and  agree  with  the  above 
views  of  Dr.  Gowers.   In  one  hundred  consecutive  cases  of  locomotor 

['  Centralblatt  fQr  Med.  Wissensoliafteu,  Loudon  Lancet,  1881.] 
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ataxia,  only  twelve  presented  no  history  of  a  chancre  or  secondary 
syphilis.  In  seventeen  cases  the  interval  between  the  first  symptoms 
of  ataxia  and  the  primary  lesion  was  between  three  and  five  years : 
between  six  and  ten  years  in  thirty-seven  cases  ;  between  eleven  and 
twenty  years  in  twenty-four  cases,  and  more  than  twenty  years  in 
ten  cases.  To  ascertain  the  truth  of  the  objection  that  the  large  per- 
centage of  cases  of  ataxia  with  preceding  venereal  sores,  or  with  con- 
stitutional syphilis,  is  due  simply  to  the  frequency  of  the  latter,  an 
investigation  of  the  history  of  four  hundi'cd  patients  over  twenty-five 
years  of  age,  who  were  under  treatment  for  diseases  which  were  not 
suspected  to  have  any  relation  to  syphilis,  was  made  by  Erb.  He 
found  a  history  of  chancre  only,  in  11  per  cent. ;  a  history  of  sec- 
ondary syphilis,  in  12  per  cent. ;  while  among  the  ataxic  patients, 
taken  from  the  same  social  class,  the  proportion  was  no  less  than  88 
per  cent.  These  figures,  Erb  thinks,  justify  the  assumption  that 
there  must  be  an  etiological  connection  between  syphilis  and  loco- 
motor ataxia. 

According  to  Rosenthal,  locomotor  ataxia  at  times  develops  after 
syphilis  and  as  a  result  of  it. 

Grasset,  from  whose  work  we  have  abstracted  the  following,  gives' 
the  views  of  the  most  recent  writers  in  regai'd  to  locomotor  ataxia 
and  syphilis.  He  says:  Fournier^  has  forcibly  called  attention  to 
syphilitic  locomotor  ataxia,  which  has  no  characteristic  symptoms,  but 
presents  those  of  common  ataxia. 

Although  the  lesion  is  not  characteristic,  it  is  at  least  similar  to  the 
usual  lesions  (sclerosis)  of  syphilis.  The  disease  occurs  too  fre- 
quently in  old  syphilitics  to  be  a  mere  coincident.  Thus,  in  30  ataxic 
patients,  Fournier  found  24  times  a  previous  syphilitic  history ; 
Feteol  5  times  in  11  cases  ;  Siredey  6  times  in  10  cases.  The  non- 
success  of  anti-syphilitic  treatment  is  due  to  the  circumstance  that 
its  administration  is  begun  too  late,  but  that  it  frequently  succeeds 
the  following  cases  attest. 

Duchenne  had,  in  1858,  drawn  attention  to  the  frequency  of 
syphilis  in  progressive  locomotor  ataxia ;  then  Greppo^  reported  a 
case  of  ataxia  of  the  inferior  extremities  cured  by  anti -syphilitic 
treatment ;  still  later  Moore^  published  a  similar  case  which  recov- 

['  Trait6  pratique  des  Maladies  du  systfeme  nerveux,  Paris,  1881.] 
[2  Anal,  in  R6v.  des  Sci.  mSd.,  ix.  p.  228.] 
[3  Gaz.  Med.  de  Lyon,  Aug.  18.59.] 
[<  Dublin  Quart.  Journ.,  18G6.] 
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ered  after  the  use  of  iodide  of  potassium ;  Dreschfeld'  speaks  of  an 
ataxic  patient  afiected  with  syphilis  and  cured  almost  completely  by  the 
same  remedy.  Later  appears  the  woi'k  of  Fournier  of  which  we  have 
spoken,  and,  finally,  Drysdale^  has  in  a  recent  work  confirmed  this 
etiology.  Like  Fournier,  he  has  seen  this  malady,  said  to  be  incura- 
ble, arrested  and  cured  by  the  administration  of  iodide  of  potassium 
in  large  doses.  Wiltshire  and  Bloxam  strongly  support  his  opinion. 
The  latter  has  witnessed,  at  the  Charing-Cross  Hospital,  several  defi- 
nite recoveries  of  locomotor  ataxia.  Albert  Reder^  has  recorded, 
under  the  name  of  tabes  syphilitica,  the  radical  recovery  by  specific 
treatment  of  a  syphilitic  patient  who  had  contracted  his  syphilis  four- 
teen years  previously.  He  presented  only  symptoms  of  disordered 
sensation  and  slight  want  of  co-ordination  of  the  inferior  extremities. 

Finally,  Caizergues,*  from  whom  the  above  references  are  taken, 
has  published  three  new  cases  of  syphilitic  locomotor  ataxia.  In 
one,  the  beginning  of  the  disease  was  manifested  by  motor  symptoms  ; 
in  another  by  symptoms  of  pain  ;  and  in  the  third  by  head  and  ocular 
symptoms. 

Chauvet  has  denied  the  existence  of  tabes  syphilitica.  He  be- 
lieves, that  syphilis  never  causes  the  development  of  a  primary  scle- 
rosis of  the  posterior  columns,  but  Grasset  does  not  agree  with  him. 

That  syphilis  produces  diffused  lesions  in  the  brain,  does  not  prove 
that  it  may  not  develop  systematic  lesions  of  the  spinal  cord. 

Grasset  has  recently  made  an  autopsy  of  one  of  the  patients  whose 
cases  are  reported  by  Caizergues  in  his  thesis  ;  the  syphilitic  etiology 
was  manifest;  the  symptoms  of  locomotor  ataxia  complete  in  the 
inferior  extremities;  there  were  besides  some  symptoms  of  general 
paralysis  (ambitious  delirium).  He  found,  at  the  autopsy,  in  the 
brain  diffused  lesions  of  meningo-encephalitis,  and  in  the  spinal  cord 
very  remarkable  systematic  lesions,  which,  below  the  brachial  enlarge- 
ment, occupied  the  entire  space  between  the  posterior  cornua,  and 
above  the  enlargement  was  limited  to  the  columns  of  GoU.® 

Here  the  clinical  demonstrations  should  outweigh  the  evidences  of 
pathological  anatomy. 

['  The  Practitioner,  1875.] 

[2  Med.  Soc.  London,  April,  1877. J 

f*  Vierteljalirs.,  1874,  p.  29.] 

[<  Des  myelites  syphilitiques.  Cases  IV.,  V.,  and  VI.,  p.  72.] 

See  the  communication  by  Estorc  upon  tliis  case  to  tlio  Congres  de  Reims, 
Aug.  1880.] 
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The  posterior  columns  may  also  be  secondarily  affected.  Broad- 
bent  has  remarked  the  frequency  of  this  lesion.  HomoUe  and  Char- 
cot have  seen  them  distinctly  changed  in  consequence  of  a  diffused 
myelitis. 

The  columns  of  Goll  may  also  be  affected  under  the  same  circum- 
stances. HomoUe  reports  a  curious  and  unique  example  from  an 
anatomical  point.  There  were  clinically  neither  ataxia  nor  tendency 
to  move  backwards.  Moore  has  seen  a  case  of  ataxia  with  a  tendency 
to  backward  movement,  in  Avhich  a  lesion  of  GoU's  columns  may  be 
supposed,  from  analogy  with  Pierret's  case,  which  we  have  elsewhere 
referred  to. 

Finally,  we  meet  with  some  ataxias,  certain  forms  of  general  spinal 
paralysis  ;  Caizergues  cites  an  example.^ 

Dr.  Julius  Althaus,  in  a  paper  published  in  the  London  Lancet^ 
analyzed  a  thousand  consecutive  cases  of  nervous  diseases  which 
came  under  his  care  in  private  practice  ;  his  object  was  to  ascertain 
the  part  played  by  syphilis  as  a  causative  agent.  Among  these 
cases  there  were  found  thirty-two  cases  of  locomotor  ataxia.  In 
twenty-nine  of  these  thirty-two  cases  there  was  a  history  of  syphilis ; 
twenty-eight  had  had  secondary  symptoms  ;  one  had  a  soft  chancre 
and  bubo,  but  no  secondary  lesions.  Thus  giving  the  enormous  per- 
centage of  90.6  in  favor  of  the  syphilitic  origin  of  tabes  dorsalis. 

Dr.  Althaus  then  says :  "An  overwhelming  numerical  testimony 
is  thus  clearly  exhibited  in  favor  of  the  view  that  tabes  is  habitually 
preceded — I  do  not  say  produced — by  syphilis.  But  the  real  ques- 
tion at  issue  is  whether  syphilis  is  the  originator  of  ataxia  or  merely 
an  accidental  concomitant  of  it.  .  .  .  .  Other  considerations, 
however,  serve  to  show  that  ataxia  is  a  disease,  per  se,  which  occurs 
without  any  syphilitic  taint  whatever,  but  which  may,  like  so  many 
other  diseases,  be  imitated  by  syphilis  under  certain  circumstances." 

"  1st.  Tabes  has  unquestionably  existed  in  Europe  long  before  the 
first  appearance  of  syphilis  in  this  quarter  of  the  globe." 

"  2d.  Numerous  cases  of  ataxia  are  on  record,  more  especially  as 
having  occurred  in  women,  where  no  syphilitic  affection  had  pi'e- 
ceded  it." 

"  3d.  Ataxia  is  not  a  common  or  inevitable  consequence  of  syphilis, 
as,  for  instance,  roseola  or  sore  throat,  but  only  appears  to  become 

['  Des  myelites  syphilitiques,  Case  VII.,  p.  81.] 

[2  Note  on  the  relations  between  syphilis  and  locomotor  ataxia.   Sept.  17,  1881.] 
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developed  in  the  syphilitic,  if  they  have  neurotic  constitutions,  and  if 
other  causes,  such  as  accidents,  excesses,  and  the  influence  of  wet  and 
cold,  etc.,  have  also  been  active." 

"  4th.  Treatment  by  iodide  of  potassium,  even  if  used  perseveringly 
and  in  large  doses,  is  only  exceptionally  useful,  even  in  cases  with  a 
pronounced  syphilitic  history,  while  the  exhibition  of  nitrate  of  silver, 
ergot,  the  continuous  galvanic  current,  nerve-stretching,  and  general 
remedial  measures,  which  have  the  tendency  to  improve  the  condition 
of  the  central  nervous  system,  but  which  have  no  influence  on  the 
syphilitic  diathesis,  are  frequently  productive  of  beneficial  results." 

"  5th.  The  same  disease,  sclerosis,  occurs  in  the  lateral  columns  of 
the  spinal  cord,  more  particularly  in  young  women  who  have  never 
been  exposed  to  venereal  infection." 

"  6th.  Syphilis  may,  however,  imitate  ataxia  (to  use  an  expression 
of  Mr.  Jonathan  Hutchinson),  just  as  it  imitates  iritis,  lupus,  rodent 
ulcer,  and  other  diseases.  Clinically  the  symptoms  of  syphilitic  and 
non-syphilitic  tabes  appear  to  be  identical.  That  ataxia  should  be  so 
frequently  associated  with  syphilis  is  probably  owing,  first,  to  the 
fact  that  syphilis,  like  masturbation  and  other  excesses  and  irregu- 
larities, deteriorates  the  nutrition  and  power  of  resistance  of  the  cen- 
tral nervous  system ;  and  second,  more  particularly  to  the  specific 
tendency  of  the  syphilitic  virus,  to  lead  to  low  forms  of  local  inflam- 
mation, which,  when  once  established,  are  apt  to  spread  in  certain 
definite  paths.  Where  this  kind  of  inflammation  attacks  the  posterior 
root  zones  of  the  spinal  cord,  it  will  produce  the  clinical  aspect  of 
locomotor  ataxia,  being  aided  in  its  development  and  further  progi-ess 
by  the  natural  tendency  of  spinal  disease  to  invade  minute  symme- 
trical and  homologous,  anatomical,  and  histological  portions  of  the 
organ." 

Dr.  Voigt'  gives  a  list  of  48  typical  cases  of  tabes  in  male  adults  ;  29, 
or  67  per  cent.,  had  had  primary  syphilis,  and  had  undergone  specific 
treatment ;  8  presented  no  secondary  symptoms.  Of  the  remaining 
14  cases  of  the  43,  only  9  gave  positive  negative  histories  in  regard 
to  syphilis.  In  none  was  the  cause  of  the  disease  referred  to  sexual 
excesses.  Dr.  Voigt  here  remarks,  that  locomotor  ataxia  occurs  least 
often  at  that  age  when  sexual  excess  is  most  common,  and  when  the 
nervous  system  is  least  resistant.  A  comparison  between  syphilitic 
and  non-syphilitic  cases  of  ataxia  is  made:  ]st.  Age  of  occurrence. 
In  both  the  maximum  is  from  thirty  to  fifty  years.    2d.  First  symp- 


'  Berliner  Klinisdie  Woclu'iischrift,  1S81. 
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toras.  In  both  most  patients  complain  first  of  the  lightning  pains. 
3cl.  Other  symptoms.  These  are  very  similar,  any  difference  depend- 
ing upon  the  small  number  observed.  Therefore,  from  a  careful  com- 
parison of  these  points  we  find  no  distinct  differences  between  syphi- 
litic and  non-syphilitic  cases,  and  it  is  manifest  that,  so  far  as  these 
cases  pi'ove,  syphilis  does  not  in  tabes  act  as  a  specific  disease-pro- 
ducing influence,  but  as  a  general  influence,  disturbing,  perhaps,  the 
nutrition  of  the  organism  generally,  or  of  the  nervous  system  particu- 
larly. In  regard  to  the  anti-syphilitic  treatment  of  the  disease.  Dr. 
Voigt's  results  were  not  favorable,  and  therefore  against  the  theory 
of  syphilis  being  the  cause  of  the  affection. 

While  the  statistics  given  point  to  a  causal  connection  between 
syphilis  and  locomotor  ataxia.  Dr.  Voigt  does  not  think  the  question 
is  more  than  sub  judice. 

Among  those  who  do  not  consider  syphilis  as  a  cause  of  locomotor 
ataxia,  we  have  several  German  writers,  whose  opinion,  from  their 
great  prominence  as  investigators  in  nervous  diseases,  must  not  be 
overlooked.  Westphal,'  for  example,  in  his  study  of  this  disease, 
found,  in  seventy-five  cases  of  locomotor  ataxia,  only  18^  per  cent, 
who  gave  a  primary  sore,  and  14 J  per  cent,  who  suffered  from  secon- 
dary symptoms.  Reraak^  found,  in  fifty-two  cases,  a  history  of 
syphilis  only  in  one-quarter,  and  the  statistics  of  Bernhardt,^  which 
contain  thirty-seven  cases,  give  the  same  proportion. 

JuUien*  says,  that,  from  a  pathologico-anatomical  point  of  view, 
he  does  not  believe  syphilis  to  have  any  direct  influence  in  the 
etiology  of  tabes  dorsalis.  But  from  a  clinical  examination  of  this 
disease,  he  arrives  at  different  conclusions.  In  the  first  place, 
syphilis  is  met  with  in  nearly  two-thirds  of  the  cases,  as  antecedent 
to  locomotor  ataxia,  and  although  syphilis  is  itself  usually  the  result 
of  debauchery,  and  precedes,  in  a  great  number  of  cases,  a  disease 
which  is  a  frequent  consequence  of  venereal  excess,  this  coincidence, 
it  mast  be  admitted,  affords  much  material  for  consideration.  In 
the  second  place,  ataxia  is  seen  to  develop  at  the  same  time,  and  to 
follow  the  same  fluctuations  as  other  lesions  evidently  syphilitic. 
Finally,  with  these  patients,  we  are  sometimes  able,  rarely  it  is  true, 
to  arrest  the  fatal  course  of  the  disease  by  means  of  the  iodide  of 
potassium  or  mercury. 

['  Berlin  Klin.  Woehensclirift,  1880.  "  Ibid.  »  ibid.] 

Maladies  V6n6rienues,  pp.  980,  981.] 
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In  conclusion,  Jaliien  says  :  There  is  complete  disparity  between 
the  information  furnished  by  pathological  anatomy,  and  that  obtained 
clinically,  when  both  are  impartially  considered.  We,  therefore, 
withhold  our  judgment,  until  further  investigations  have  more  satis- 
factorily elucidated  the  subject. 

Bumstead  and  Taylor^  do  not  consider  syphilis  as  a  cause  of  loco- 
motor ataxia,  the  latter  being  a  lesion  limited  to  the  posterior 
columns  of  the  spinal  cord ;  while,  according  to  these  writers,  the 
syphilitic  lesions  always  originate  in  investing  structures,  and  subse- 
quently invade  the  cord.  In  regard  to  the  similarity  of  symptoms, 
they  say,  the  staggering  gait,  lack  of  co-ordination,  darting  pain  and 
muscular  spasms,  caused  by  syphilis,  may  suggest  locomotor  ataxia  ; 
but  the  slow,  definite  progress  of  the  latter  affection,  compared  with 
the  irregular  grouping  and  uncertain  course  of  syphilitic  symptoms, 
renders  the  distinction  clear. 

Authorities  upon  both  sides  might  still  further  be  multiplied,  but 
we  shall  now  only  be  able  to  allude  to  the  views  of  M.  Alfred  Four- 
nier  which  he  has  recently  expressed  at  great  length  with  his  cus- 
tomary accuracy  and  clearness  of  observation  and  induction 

Having  first  stated  that  in  his  opinion,  which  he  has  arrived  at 
after  mature  reflection,  the  existence  of  ataxia  of  syphilitic  origin 
must  be  considered  a  demonstrated  truth,  he  reviews  as  follows  the 
objections  which  have  been  urged  against  this  view.  The  existence  of 
syphilitic  ataxia  is  denied: — 

1st.  Because  it  has  no  peculiar  symptoms.  This  he  admits  to 
be  positively  true.  But  he  does  not  consider  it  a  seinous  ai'gument 
against  the  syphilitic  nature  of  certain  cases  of  tabes,  for  to  require 
peculiar  symptoms  in  order  to  admit  the  specificity  of  a  morbid  mani- 
festation, will  be  to  take  from  syphilis  many  symptoms  which  are  by 
unanimous  consent  and  well-known  evidence  duly  accepted  as  pertain- 
ing to  it.  Syphilitic  paraplegia  does  not  present  any  special,  still 
less  any  pathognomonic  symptoms  ;  in  fact,  it  has  not  a  single  sjnnp- 
tom  peculiar  to  itself.  This  is  also  true  of  syphilitic  epilepsy  and  of 
syphilitic  hemiplegia.  Indeed,  cerebral  syphilis,  considered  as  a 
whole,  after  cax-eful  study,  could  not  be  said  to  furnish  any  symptoms 
which  were  not  found  in  encephalopathies  of  another  nature. 

There  are  no  peculiar  symptoms  claimed  for  syphilitic  cirrhosis  of 

['  Venereal  Diseases,  Bumstead  and  Taylor,  1879.] 
[2  Annales  de  Dermatologie  et  de  Sypliiligraphio,  25  Janvier,  1882.] 
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the  liver,  for  syphilitic  nephritis,  and  for  many  other  syphilitic  vis- 
ceral alFections,  why  then  for  syphilitic  ataxia  ? 

Furthermore,  ataxia  may  be  said  to  be  the  clinical  expression  of 
the  lesion  of  a  system — of  a  portion  of  the  spinal  cord.  Now,  the 
lesion  of  this  medullary  portion  can  only  disturb  or  destroy  the  phy- 
siological functions  vested  in  this  part  of  the  spinal  cord.  It  cannot 
give  to  this  portion  new  functions  which  reveal  the  disturbance  by 
some  extraordinary  and  special  symptom.  As  a  medullary  system, 
either  injui-ed  by  this  or  by  that,  by  syphilis  or  by  some  other  morbid 
influence,  it  always  evinces  its  lesions  in  the  same  manner.  There- 
fore, the  posterior  columns,  injured  by  syphilis,  occasion  functional 
disturbances  as  they  would  if  injured  by  any  other  cause,  and  it  is  for 
this  reason  that  syphilitic  ataxia  has  no  known  peculiar  symptoms, 
which  distinguish  it  from  ataxies  of  other  natures. 

2d.  Syphilitic  tabes  has  no  peculiar  lesion.  This  he  also  admits 
as  true.  But  is  there,  he  asks,  in  pathological  anatomy,  an  element 
or  even  a  process  which  may  be  considered  as  belonging  exclusively 
to  syphilis  ? 

The  anatomical  changes  occurring  in  tertiary  syphilis,  primarily 
consist  in  cellular  hyperplasias,  which  terminate,  in  their  ultimate 
evolution,  either  in  sclerosis  or  gummata.  Now  sclerosis  is  a  very 
common  lesion,  and  may  originate  from  various  causes.  It  is  a  pro- 
cess almost  as  common  as  inflammation.  As  clinicians  and  surgeons 
we  consider  gummata  as  lesions  peculiar  to  syphilis.  But  the  histo- 
logists,  better  judges  than  we  upon  this  question  of  the  specific  nature 
of  morbid  tissues,  refuse  to  recognize  in  the  gumma  anything  special, 
peculiar,  or  exclusively  belonging  to  syphilis,  which  may,  therefore, 
be  said  to  have  no  pathognomonic  lesion,  which  permits  the  investi- 
gator, even  armed  Avith  the  microscope,  to  positively  afiirra,  the 
anatomical  presence  of  syphilis. 

Scleroses,  as  has  been  so  frequently  repeated,  ai*e  at  any  rate 
among  the  chief  anatomical  modifications  produced  by  syphilis ;  why, 
then,  should  we  expect  syphilis  to  occasion  in  the  spinal  cord  some- 
thing diiferent  from  that  which  it  produces  elsewhere  ? 

If  syphilitic  tabes  has  for  its  lesion  a  sclerosis,  it  is  an  evidence  in 
favor  of  our  doctrine,  since  there  is  here  an  analogy  which  connects 
tabes  with  other  syphilitic  manifestations. 

3d.  Syphilis  does  not  determine  tabes,  because  it  is  not  its  nature 
to  produce  systemic  lesions.  Fournier  does  not  admit  the  conclusions 
that  are  drawn  from  the  systemic  character  of  tabes,  nor  the  anti- 
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systemic  tendencies  of  syphilis.  He  thinks  that  in  reference  to  their 
requirements,  it  is  more  correct  to  submit  the  alleged  "  laws"  of  the 
disease  to  observations,  and  if  the  observation  demonstrates  the  exist- 
ence of  a  syphilitic  tabes,  to  accept  the  fact,  even  in  spite  of  apparent 
contradiction  of  a  principle.  The  existence  or  non-existence  of  a 
tabes,  having  its  origin  in  syphilis,  is  to  be  determined  exclusively 
from  clinical  investigations,  and  not  from  general  conceptions  of 
transcendental  medicine. 

It  is  true,  that  in  most  cases  syphilis  does  not  present  systemic 
lesions,  but  exceptions  to  this  law  may  be  cited.  With  some  patients 
the  diathesis  attacks  and  follows  with  marked  preference,  this  or  that 
organic  system,  for  example,  the  skin  or  osseous  system.  Again,  in 
secondary  syphilis,  the  lesions  are  peculiar  to  the  mucous  membrane 
and  lymphatic  system. 

In  regard  to  the  ataxia,  is  it,  whatever  may  be  its  origin,  an  exclu- 
sively localized  lesion  of  the  posterior  columns  of  the  spinal  cord,  as 
certain  of  our  profession  think  ? 

Almost  invariably,  it  affects  not  only  the  posterior  columns,  but  also 
the  corresponding  meninges.  Again,  it  frequently  invades  other  por- 
tions of  the  cord,  the  posterior  cornua,  the  posterior  fasciculi  of  the 
lateral  columns.  Further,  if  the  posterior  columns  of  the  spinal  cord 
are  alone  affected  in  tabes,  what  anatomical  reason  can  be  given  for 
the  paralyses  of  the  cranial  nerves?  Finally,  there  are  frequently 
associated  with  tabes  some  cerebral  symptom,  congestive  icterus,  epi- 
lepsy, aphasia,  hemiplegia,  intellectual  disturbances,  general  pseudo- 
paralysis, general  true  paralysis,  etc. 

For  these  reasons,  Fournier  concludes  that  locomotor  ataxia  is  not 
a  strictly  local  disease,  it  is  generalized  and,  although  a  clinical  en- 
tity, cannot  be  defined  by  reference  merely  to  the  lesion  of  the  pos- 
terior column. 

4th.  Tab6s  observed  in  persons  affected  with  syphilis  is  not  a 
syphilitic  tabes,  because  it  is  not  benefited  by  the  ordinary  treat- 
ment of  syphilis.  In  answer  to  this  objection  Fournier  asserts,  from 
his  personal  experience,  that  mercury  and  iodine  sometimes  exert  a 
decided  therapeutic  influence  in  syphilitic  tabes.  Several  other 
authors  have  obtained  results  similar  to  him,  and  indeed,  some  were 
more  fortunate,  since  they  speak  of  recoveries,  Avhich  notwithstanding 
all  his  efforts,  he  has  never  obtained.  He  attributes  this  failure  to 
the  following  facts  : — 

a.  In  almost  all  cases,  specific  treatment  is  only  begun  at  a  pei-iod 
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when  the  disease  is  more  or  less  advanced,  generally  a  long  time  after 
its  onset. 

b.  Before  the  appearance  of  its  characteristic  symptom — Avant  of 
muscular  co-ordination — tabes  may  exist  as  a  complete  and  irremedia- 
ble lesion  in  the  posterior  columns  of  the  spinal  cord.  Pathological 
anatomy  describes  true  ataxia  as  a  destruction  of  the  spinal  cord, 
atrophy  or  beginning  atrophy  of  the  posterior  columns,  or,  in  other 
words,  as  due  to  lesions  of  an  irremediable  nature.  Now,  our  specific 
agents  have  not  the  power  to  cure  what  is  incurable,  and  cannot  repair 
what  does  not  exist.  No  one,  even  the  most  ardent  partisan  of  mercury 
and  iodine,  has  ever  claimed  for  these  remedies  the  power  of  creating 
anew  anatomical  parts  already  destroyed. 

5th.  Tabes  of  syphilitic  patients  has  no  connection  with  syphilis, 
except  as  a  coincident  occurrence.  To  this  Fournier  says,  here  is  not 
a  clinical  question,  but  one  of  simple  good  sense.  Recent  statistics 
demonstrate  the  existence  of  syphilis  in  cases  of  locomotor  ataxia  in 
a  proportion  of  from  TO  to  91  per  cent.,  an  average  of  about  80  cases 
in  every  100.  Fournier  himself,  in  103  cases  of  undoubted  tabes, 
found  an  undeniable  previous  history  of  syphilis  in  94. 

These  statistics,  which  show  the  extraordinary  frequency  of  a  pre- 
vious syphilitic  history  in  tabes,  furnish,  in  his  opinion,  peremptory 
reason  for  connecting  tabes  and  syphilis,  as  effect  and  cause. 

Having  thus  replied  to  the  objections,  he  proceeds  to  state  the  fol- 
lowing reasons  for  believing  that  the  great  mqjority  of  cases  of  loco- 
motor ataxia  are  of  distinctly  syphilitic  origin:  — 

1.  The  significant  frequency,  already  mentioned,  with  which  the 
diseases  are  found  to  be  associated. 

2.  The  almost  exclusive  development  of  ataxia  in  the  tertiai'y 
period  of  syphilis ;  out  of  85  cases  of  ataxia  observed  in  syphilitic 
subjects,  in  81  the  disease  developed  in  the  fourth  year  of  the  syphilis, 
in  3  in  the  third  year,  and  in  only  1  in  the  last  month  of  the  second 
year. 

This  extraordinary  regularity  in  the  date  of  its  occurrence,  is  inex- 
plicable on  the  theory  that  it  is  derived  from  some  cause  independent 
of  syphilis,  the  association  with  the  latter  disease  being  merely  an 
accidental  one.  If  that  were  the  case,  it  is  difiicult  to  conceive  why 
it  should  not  at  least  occasionally  be  met  with  in  the  secondai'y  or 
primary  stages. 

On  the  other  hand,  its  appearance  at  that  epoch  is  conformable 
with  the  general  system  of  evolution  of  syphilis,  which  does  not,  as  a 
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rule,  produce  its  visceral  coniplications  for  some  years  after  the  pri- 
mary contamination. 

3.  The  frequent  similarity  or  identity  of  ataxic  symptoms  with 
those  long  known  to  be  characteristic  of  syphilis,  as,  for  example, 
paralysis  of  the  cranial  nerves,  and  even  of  the  same  pairs,  the  optic 
and  oculo-motor  ;  hemiplegias,  epileptiform  and  aphasic  attacks,  etc. ; 
progressive  general  paralysis,  a  not  uncommon  sequel  of  ataxia,  is  also 
a  frequent  and  incontestable  symptom  of  syphilis. 

4.  The  beneficial  influence  exercised  by  specific  treatment,  which 
he  claims  to  have  used  in  many  of  his  cases  with  the  result  of  dissi- 
pating isolated  symptoms,  arresting  or  "  immobilizing"  the  disease, 
and  in  some  cases  causing  its  complete  and  permanent  disappearance. 

5.  The  coincident  development  during  the  course  of  the  ataxia  of 
undoubted  syphilitic  symptoms,  among  which  he  mentions  various 
ulcerative  syphilides,  gummata,  exostoses,  necroses,  caries,  etc. 

6.  The  impossibility,  in  many  cases,  of  finding  any  other  imaginable 
cause  for  the  production  of  the  disease. 

This  review  of  the  testimony  as  to  the  relation  between  syphilis 
and  locomotor  ataxia,  cannot  be  said  to  supply  positive  and  con- 
clusive evidence  of  their  etiological  connection,  but  would  certainly 
lead  to  the  belief  that  there  is  something  more  than  mere  coincidence 
in  the  frequency  with  which  the  two  diseases  are  associated.  That 
syphilis  gives  rise  to  locomotor  ataxia,  in  tlie  same  sense  that  lead 
poisoning  causes  muscular  paralysis,  may  not  yet  be  demonstrated ; 
but  that  it  acts  as  a  predisposing  or  excitant  element,  so  affecting  or 
altering  the  nervous  system  that  the  cause  or  causes,  whatever  they 
may  be,  of  locomotor  ataxia,  are  free  or  more  liable  to  produce  the 
malady,  seems  to  us  beyond  question.  Therefore,  although  not  quite 
prepared  to  accept  the  positive  opinion  of  Dowes,^  that  locomotor 
ataxia  is,  with  very  few  exceptions,  due  to  syphilis,  we  may  unhesi- 
tatingly, in  the  light  of  our  present  knowledge,  coincide  with  Erb,  in 
believing  that  the  results  of  investigation  justify  us  in  concluding  that 
there  must  be  some  not  very  indefinite  etiological  connection  between 
syphilis  and  locomotor  ataxia. 

As  to  treatment,  this  opinion  would  naturally  lead  us  to  the  fol- 
lowing conclusions:  — 

In  every  case  of  ataxia,  careful  and  minute  search  should  be  made 
for  evidences  of  antecedent  syphilis,  either  acquired  or  inherited. 


['  The  Medical  Press  and  Circular,  November,  1880.] 
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If  this  be  found  to  have  existed,  the  patient  should  be  placed  at 
once  upon  vigorous  specific  treatment,  and  should  be  directed  to  con- 
tinue it  through  long  pei'iods. 

If  only  a  fair  presumption  of  previous  syphilis  exist,  the  same  treat- 
ment should  be  employed,  as  it  would,  at  the  most,  be  useless,  not 
hurtful. 

If  the  disease  be  recognized  in  its  earliest  stages,  and  found  to  be 
associated  with  syphilis,  and  treated  in  this  manner,  a  prognosis  may 
safely  be  given  of  a  more  favorable  character  than  at  present  seems 
justifiable  in  any  other  variety  or  under  any  other  mode  of  treatment. 

Finally,  the  best  prophylactic  treatment  of  locomotor  ataxia  would 
consist  in  the  thorough  and  long-continued  use  of  specifics  during  the 
difi'erent  stages  of  syphilis,  even  in  the  absence  of  characteristic 
symptoms.] 

The  force  of  Fournier's  assertion,  that  syphilis  is  met  with  in  two- 
thirds  of  the  cases  of  locomotor  ataxia,  is  weakened  by  the  fact  that  in 
these  cases  there  are  merely  the  symptoms  of  common  locomotor 
ataxia,  showing  that  syphilis  had  modified  neither  the  symptoms  nor 
the  lesion  of  the  disease  in  question.  It  would  seem,  therefore,  to 
be  only  a  very  remote  predisposing  cause.  Want  of  coordination  is,  in 
itself,  not  a  syphilitic  symptom.  Diseases  directly  caused  by  syphilis 
are  always  impressed  with  its  own  anatomical  peculiarities,  but  in 
ataxia  we  find  neither  special  inflammatory  product  nor  gumma. 
Ataxia  with  syphilitic  antecedents  is  the  same  anatomically  as  that 
which  attacks  the  non-syphilitic,  consequently  we  cannot  admit  the 
direct  action  of  the  virus. 

The  diagnosis  of  cerebral  syphilis  is  based  less  upon  the  symp- 
toms taken  singly  or  in  groups  than  upon  the  progress  of  the  affec- 
tion and  upon  the  therapeutic  action  of  iodide  of  potassium.  An 
intense  cephalalgia  of  long  duration,  which  is  cured,  or  benefited 
by  the  iodide,  but  relapses,  which  is  accompanied  by  intellectual 
troubles,  loss  of  memory,  hebetude,  slight  paralyses  limited  to  the 
muscles  of  the  face  or  to  the  muscles  of  the  eye,  then  a  paralysis 
very  slow  in  progress  ending  in  hemiplegia,  aphasia,  and  epi- 
leptiform convulsions,  such  are  the  varied  symptoms  upon  which 
the  diagnosis  is  established.  These  symptoms  are  slow  in  show- 
ing themselves,  and  they  grow  more  intense  very  gradually.  At 
their  commencement  they  are  benefited  or  cured  by  the  iodide  of 
potassium.  Each  one  of  them  presents  some  characteristic  peculiar 
to  syphilis  in  such  a  way  that  recognition  of  the  cause  is  possible 
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in  the  great  majority  of  cases.  The  diagnosis  from  apoplexy  and 
from  softening  is  generally  easy.  The  sudden  onset  of  an  attack 
with  absolute  loss  of  consciousness  and  complete  hemiplegia  ex- 
cludes the  idea  of  syphilis,  for  with  the  latter  the  commencement  of 
paralysis  is  slow  and  progressive,  and  complete  loss  of  consciousness 
is  rare.  It  is  more  easy  to  confuse  it  with  chronic  softening;  but  in 
syphilis  there  are  the  violence  of  the  .cephalalgia,  the  possibility  of 
improvement  under  the  treatment  by  iodide  of  potassium,  the  epi- 
leptiform convulsions,  and  especially  the  presence  of  old  or  concur- 
rent syphilitic  lesions.  Cerebral  tumors  ai-e  easily  confounded  with 
syphilis,  but  the  age  at  which  they  are  noticed  will  render  the  con- 
sideration of  cerebral  tubercles  unnecessary,  as  they  are  an  aifection 
of  infancy.  Sarcomata  might  be  mistaken  for  gummata ;  however, 
they  are  exceedingly  rare,  and  the  symptoms  which  govern  them 
are  progressive,  without  its  being  possible  to  benefit  them  by  the 
iodide  treatment.  The  prognosis  is  very  grave.  According  to  the 
statistics  of  Ligneau,  who  collected  147  cases,  a  fatal  termination 
ensued  in  two-fifths  of  the  cases,  that  is  to  say,  57  times.  It  is  true 
that  7  of  these  cases  succumbed  to  an  intercurrent  disease,  which 
reduced  the  number  of  deaths  to  about  one-third. 
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CASE  XI. 

Cerebral  syphilis  ;  Apoplectiform  phenomena. 

By  Drs.  Lepine  and  Coyne. 

S.  C,  age  42  years,  admitted  to  tlie  charity  hospital  December  2d, 
1873;  bed  No.  22,  Saint  Charles  ward,  under  the  care  of  Professor 
G.  See. 

The  patient  was  brought  to  the  hospital  on  account  of  acute  and  very 
grave  cerebral  symptoms,  which  rendered  his  clinical  examination  diili- 
cult  and  incomplete  upon  several  points. 

Previous  history  He  is  tall  and  well  formed.    When  young  was  a 

soldier,  and  for  some  years  past  has  been  employed  by  the  minister  of  the 
interior  in  the  prison  service.  In  the  latter  position  his  duties  were  very 
laborious,  and  he  obtained  but  little  sleep  during  the  night.  He  has  always 
been  very  temperate,  never  drinking  alcohol  to  excess.  His  w'ife  and 
brother-in-law  were  not  aware  of  his  ever  having  had  syphilis ;  but  they 
knew  that  he  had  for  a  long  time  taken  iodide  of  potassium,  and  that, 
separated  from  his  wife  during  the  war,  he  had  at  that  time  a  uretlii-al 
discharge.  In  1871,  four  days  after  very  laborious  extra  duty,  during 
which  he  had  remained  wet  all  night,  he  was  seized  with  violent  pains 
in  the  lower  part  of  the  back,  accompanied  with  a  sensation  of  cold 
in  the  lower  extremities.  Eight  to  ten  days  after  the  occurrence  of 
these  pains,  his  legs  began  to  give  way  and  to  tremble ;  walking  was 
possible,  but  difficult ;  he  staggered,  and  his  knees  bent  under  him. 
A  physician,  who  saw  him  at  this  time,  applied  a  blister  to  the  lum- 
bar region,  and  endeavored  to  promote  sweating.  The  day  after  the 
application  of  the  blister,  there  occurred  retention  of  urine.  For  this 
complication  he  entered  the  Necker  Hospital,  under  Dr.  Guyon.  "When 
he  arrived  at  the  hospital,  he  was  able  to  ascend  the  stairs,  notwithstand- 
ing the  feebleness  of  his  legs.  During  this  time  the  patient  had  not  felt 
any  weakness  in  the  arms,  his  mental  faculties  were  not  impaired,  and 
vision  was  not  perceptibly  interfered  with.  His  wife  believed  she  had 
noticed  a  little  deviation  of  his  mouth,  but  the  information  upon  this 
point  was  not  very  precise. 

The  patient  remained  two  months  in  tlie  Necker  Hospital,  under  Dr. 
Guyon's  care,  whp  determined  the  existence  of  a  stricture,  and  ordered 
iodide  of  potassium  and  pills,  the  name  of  which  could  not  be  ascertained. 
During  his  stay  in  the  hospital  tlie  feebleness  of  the  legs  continued  ;  at 
the  time  he  left  he  began  to  walk,  and  in  two  montlis  his  improvement 
was  such  that  he  again  began  work;  but  he  never  regained  his  former 
strength,  and  was  soon  fatigued. 

From  this  time  until  a  month  ago,  his  health  was  not  bad,  but  he 
complained  of  weakness,  extreme  lassitude  of  the  muscles,  and  espe- 
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cially  of  violent  lieadiiclie,  which  wtis  more  severe  during  the  evening 
and  night. 

A  month  previous  he  began  to  complain  of  his  left  knee ;  he  had  some 
dirticulty  in  bending  it.  Five  days  later  lie  came  to  Paris,  after  a  very 
diihcull  journey,  and  he  experienced  a  sensation  of  continual  cold  in  the 
lumbar  region  and  in  the  left  leg.  These  sensations  continuing,  a  phy- 
sician ordered  cold  douches  and  stimulating  frictions.  The  first  douche 
seemed  to  cause  a  certain  reaction;  but  the  following  day,  in  leaving  the 
hospital,  where  lie  had  been  to  receive  the  second  douche,  he  experienced 
some  peculiar  phenomena.  Vision  was  disturbed,  tliere  was  vertigo,  he 
walked  like  a  drunken  man  ;  then  his  left  leg  became  suddenly  cold  and  stiff; 
the  arm  of  the  same  gide  was  also  similarly  affected,  and  he  finally  fell. 
He  was  taken  home,  and  it  was  found  that  the  left  arm  and  leg  were 
paralyzed,  and  the  tongue  was  affected.  During  the  same  day,  the  left 
arm,  although  feeble,  ceased  to  be  completely  paralyzed  ;  the  patient  could 
move  it.  This  also  occurred  in  the  left  leg  during  the  same  evening. 
The  next  day  the  patient  was  so  far  recovered  that  he  could  walk  with 
the  aid  of  a  cane. 

During  the  night  from  Sunday  to  Monday  he  was  disturbed,  and  com- 
plained of  violent  suffering  in  the  head.  Talking  was  yet  easy.  At  6 
o'clock  in  the  morning  he  lost  his  speech,  and  the  right  side  was  com- 
pletely paralyzed.  He  remained  in  this  condition  during  the  wliole  day, 
and  the  following  morning,  December  2d,  was  brought  to  the  hospital. 

Present  State  The  right  side  is  completely  paralyzed  ;  the  skin  of  the 

arm  of  this  side  is  warm  ;  the  patient  cannot  close  the  hand  ;  the  paralysis 
of  the  arm  is  accompanied  by  contracture  ;  the  fingers  are  closed  on  the 
palm  of  the  hand. 

Sensibility,  although  much  lessened,  is  still  present.  The  thigh  and 
left  leg  are  warm  to  the  toucli  ;  they  are  in  a  most  complete  state  of 
paralysis  without  contracture  ;  their  insensibility  is  almost  absolute.  The 
arm  and  left  hand  have  some  power.  The  patient  can  move  this  member 
and  close  the  hand  with  considerable  force.    Sensibility  is  preserved. 

The  intelligence  is  relatively  clear;  he  can  understand  what  is  said  to 
him,  and  endeavors  to  reply,  but  his  speech  is  not  distinct. 

December  3d  to  January  9th.  The  patient  remained  in  the  same  condi- 
tion. He  complained  of  violent  attacks  of  headache.  The  right  paralyzed 
side  showed  a  tendency  to  contract;  more  marked  in  the  superior  than  in 
the  inferior  extremity.  The  existence  of  a  left  hemiopia  is  determined; 
the  infei'ior  part  of  the  retina  is  paralyzed  ;  there  was  no  examination  of 
the  eye-ground. 

The  patient  gradually  lost  strength,  and  died  January  9th. 

Autopsy — January  10, 1874.  The  lungs  are  emphysematous  at  the  apex 
and  at  their  anterior  borders;  a  little  congested  posteriorly.  The  spleen 
is  larger  and  softer  than  normal.  The  kidneys  are  small,  but  normal. 
Tlie  liver  presents  nothing  special.  The  cranium  is  normal  on  the  exte- 
rior; its  thickness  is  as  usually-found;  the  internal  surface  of  the  skull- 
cap and  of  the  base  of  the  cranium  present  nothing  abnormal;  there  are 
no  exostoses  or  carious  points.    Tiie  dura  mater  is  normal. 

The  convex  surface  of  the  encephalon  shows  nothing  special ;  the  ves- 
sels are  congested,  but  there  is  no  subarachnoid  (I'dema,  nor  any  change 
of  color  or  consistence  or  arrangement  of  the  visible  parts  of  the  convolu- 
tions of  this  region.    The  base  of  tlie  encephalon,  on  tiie  contrary,  pre- 
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sents  important  lesions  seated  upon  the  inferior  surface  of  the  pons  and  in 
the  left  lateral  part  of  the  great  transverse  or  cerebral  fissure  of  Bicliat. 

Pons  Varolii. — Upon  the  inferior  and  anterior  surface  of  the  pons,  in 
its  right  half,  two  gray-pink  patches  or  gummata  witli  a  more  opaque 
centre  are  seen.  These  two  patches  are  situated,  the  one  anterior.  Fig. 
73,  m,  p,  and  near  the  anterior  border  of  the  pons,  the  other  posterior,  n. 
They  are  both  depressed  at  their  centre,  and  have  very  much  the 
external  appearance  of  disseminated  sclerosis,  modified  only  at  their  cen- 
tral part  by  the  addition  of  a  new  ciiaracter.  The  posterior  patch  is  the 
smaller;  it  lies  transversely  and  is  situated  6  mm.  anterior  to  the  posterior 
border  of  the  pons.  It  measures  2  cent,  in  its  large  transverse  axis,  and 
5  mm.  in  its  antero-posterior  diameter.  Its  internal  extremity  passes  a 
little  over  the  median  line,  and  is  hidden  by  the  trunk  of  the  basilar 
artery.  The  anterior  and  inferior  cerebral  artery  and  the  trunk  of  tiie 
sixth  pair  of  nerves  cross  it.  Its  periphery  is  jagged,  and  extends  between 
the  fasciculi  of  fibres  as  gray-pink  lines.  It  is  not  distinctly  defined  in 
its  limits.  Its  centre  is  depressed  and  covered  by  a  thin  layer  of  gray- 
pink  transparent  tissue,  through  which  is  seen  a  deeper  layer  formed  by 
an  opaque  tissue  whicli  is  also  irreguiar  in  its  external  outline. 

The  anterior  patch  occupies  almost  the  M'hole  extent  of  the  right  half 
of  the  pons;  it  begins  where  the  fifth  pair  of  nerves  emerge,  and  termi- 
nates in  the  fissure  which  contains  the  basilar  artery.  This  patch,  much 
larger  in  every  way  than  the  preceding  one,  is  more  depressed  at  its 
centre,  resembling  a  cicatricial  contraction.  Its  color  is  similar  to  the 
other,  gray-pink  with  a  brown  tint.  At  its  periphery,  p,  it  has  a  moist 
and  almost  gelatinous  appearance.  In  its  centre,  the  aspect  is  modified 
by  a  more  opaque  appearance,  and  the  nucleus,  m,  which  causes  this 
appearance,  is  more  distinct  than  in  the  posterior  patch. 

The  arteries  forming  the  circle  of  Willis  are  healthy  ;  the  basilar  artery 
only  at  its  middle  part  presents  two  small  tumors,  large  as  millet-seeds, 
and  pedunculated.  This  artery  is  also  thickened  in  its  external  coat, 
and  shows  manifest  traces  of  periarteritis,  especially  near  the  above- 
described  patches. 

The  pia  mater  and  arachnoid  are  thickened  and  opaque  over  the  right 
half  of  the  pons.  They  are  adherent  to  the  superficial  portion  of  the 
patches,  and  cannot  be  detached  without  removing  a  part  of  the  morbid 
tissue  to  which  they  are  connected. 

Besides  these  two  patches  which  have  been  described,  there  are  also 
seen  changes  of  the  same  nature  at  the  left  optic  tract,  the  curve  of  the 
hippocampus,  and  the  left  cerebral  peduncle,  where  it  is  covered  by  the 
optic  tract. 

In  separating  the  right  sphenoidal  lobe  and  the  inferior  and  external 
lip  of  the  great  transverse  or  cerebral  fissure  of  Bichat,  where  the  optic 
tract  crosses  the  cerebral  peduncle,  there  was  found  a  small  gray-pink 
patch,  which  involved  only  a  very  superficial  lamella  of  the  peduncle,  1. 
At  the  same  region  of  the  left  side,  there  exists  quite  a  large  patch,  which 
involves  the  left  optic  tract,  the  cerebral  peduncle,  and  encroaches  upon 
the  curve  of  the  hippocampus,  d,  f.  At  this  point  the  optic  tract  is  swollen 
to  at  least  twice  its  normal  size.  The  patch  is  deeply  imbedded  in  the 
cerebral  peduncle. 

The  pia  mater  is  thus  thickened  and  adherent.    The  periphery,/,  has 
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a  gniy-pink  color,  and  gelatinous  appearance.  The  central  part  is  more 
opaque,  and  corresponds  to  a  centi-al  nucleus,  d. 


Fig.  73. 


Syphilitic  gumtnnta  of  the  pons  Varolii,  a.  Left  optic  nervai  c.  Antorior  tumor  upon  the  left 
optic  tract,  b.  Loft  optic  tract  d.  Posterior  tumor  of  tlio  left  optic  tract  (internal  zone).  /. 
External  zone  of  same  tumor,  m,  p.  Anterior  tumor  of  pons.  n.  Posterior  tumor  of  pons.  I. 
Tumor  of  right  cerebral  peduncle. 

IVIore  anteriorly,  and  near  the  optic  cliia.sm,  the  same  left  optic  tract 
presents,  in  its  external  half,  an  enlargement  corresponding  to  a  gray 
patch,  oval  in  sliape,  with  its  long  axis  antero-posterior,  c.  The  external 
appearances  of  these  two  patches  corros|)ond  manifestly  to  the  formations 
situated  in  the  central  portion,  and  are  the  same  as  those  described  for  the 
patches  of  the  pons. 
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The  left  optic  nerve  is  healthy,  the  central  artery  of  the  papilla  is  nor- 
mal, none  of  its  brandies  btting  atrophied  or  obstructed.  Tiie  centre  of  the 
papilla  is  a  little  depressed,  its  borders  above  and  outside  are  not  distinct, 
and  at  this  part  it  has  a  yellowish-gray  tint. 

A  vertical  section  of  the  patches  of  the  pons  shows  that  the  anterior 
patch,  Fig.  74,  is  the  larger,  and  consists  of  two  zones,  wiiicli  differ  in  color 


Fig.  74. 


a,  b.  Anterior  tumor  of  the  pons  seen  in  transverse  section,    a.  Piukish-gray  external  zone. 

b.  Whitish-opaque  internal  zone. 

and  consistence.  The  central  is  formed  of  a  nucleus  b,  with  irregular  and 
serrated  bordei- ;  it  is  yellow-gray,  opaque,  and  dense  ;  it  appears  di-y, 
although  the  vessels  are  not  obliterated. 

The  enveloping  tissue,  a,  is  gray-pink,  softer,  almost  gelatinous,  moist, 
and  traversed  by  a  considerable  number  of  bloodvessels.  This  tissue,  and 
that  of  the  centre,  resemble  tiiat  presented  by  a  section  of  a  gumma  of 
certain  organs.  The  remaining  tissue  of  the  pons  not  invaded  by  the  neo- 
plasm does  not  present  any  ajjparent  lesion. 

An  antero-posterior  cut  made  from  below  npwards,  so  as  to  pass  out- 
side of  the  left  optic  tract,  permits  the  deep  relations  of  the  larger  patch  to 
be  studied.  It  is  found  that  it  extends  into  the  peduncular  expansion,  as  far 
as  the  parts  which  correspond  to  the  junction  of  the  optic  thalamus  with 
the  corpus  striatum.  The  upper  surface  of  the  morbid  tissue  is  connected 
with  a  softening  focus,  as  large  as  an  almond,  and  which  occupies  the  inte- 
rior and  posterior  region  of  the  lenticular  nucleus  of  the  striated  body,  and 
the  white  substance  which  is  beneath.  So  that  the  focus  is  separated  from 
the  sphenoidal  horn  of  the  lateral  ventricle  by  a  thick  lamella  of  healthy 
nerve  tissue. 

The  tumor  of  the  optic  tract,  and  also  the  one  anterior,  present  the 
same  appearance  as  those  of  tlie  pons,  they  have  a  central  opaque  nucleus 
and  a  peripheral  part,  which  resembles  the  tissue  of  sclerosed  patches. 

The  spinal  cord  and  canal  do  not  present  any  apparent  lesions.  Trans- 
verse cuts  were  made  at  different  points  of  the  cord,  in  order  to  study  the 
columns  and  gray  substance,  but  notliing  pathological  was  observed. 

Histological  Examination. — After  hardening  in  chromic  acid 
solution,  an  examination  shows  that  all  the  patclies  were  of  a  similar 
nature.  The  two  zones — peripheral  and  central — are  rendered  more 
distinct.  In  the  external  zone,  the  different  elements  are  seen  by 
teasing  a  portion  of  the  tissue.    There  are  found  cells,  which,  when 
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viewed  in  certain  directions,  are  fusiform,  but  when  isolated  are  oval 
and  nucleated ;  they  are  furnished,  especially  at  their  two  extremi- 
ties, with  branched,  rigid,  and  very  refracting  prolongations,  which 
are  scarcely  colored  by  the  carmine,  while  the  nucleus  and  body  of 
the  cell  are  deeply  stained.  These  cells  resemble  very  much  the  cells 
described  by  Golgi  as  spidei'-like  cells,  diftering  only  in  having  a 
larger  body,  and  prolongations  which  are  larger  and  less  branching. 
These  elements  are  very  numerous  in  the  external  part  of  the  en- 
veloping zone.  Besides  these  cells  there  are  found  others  oval, 
granular,  and  containing  a  large  granular  nucleus  ;  they  are  poorly 
colored  by  the  carmine,  and  resemble  the  preceding  cells,  except  that 
they  have  no  prolongations.  Finally  are  seen  small  nuclei,  very 
abundant,  and  deeply  stained  by  the  carmine. 

In  the  central  part  of  the  patch  no  spider-like  or  branching  cells 
are  met  with  ;  they  are  replaced  by  numerous  oval  and  granular 
cells,  and  by  numerous  nuclei.  But  both  these  elements  are  more 
shrivelled,  more  granular,  and  more  slightly  colored  with  the  carmine 
than  in  the  external  zone. 

By  examining  thin  sections,  stained  Avith  carmine,  two  very  distinct 
zones  are  seen,  which  differ,  however,  only  in  some  insignificant  details. 
At  the  extreme  periphery,  between  the  nerve  fibres,  the  axis  cylin- 
ders of  which  are  colored,  there  exist  numerous  spider-like  cells, 
which  are  here  larger  and  more  numerous  than  in  those  parts  of  the 
section  which  consist  of  the  healthy  portion  of  the  pons.  This 
increase  in  number  and  size  of  these  cells  is  continued  some  distance 
outside  of  the  peripheral  zone,  which  latter  is  characterized  by  the 
presence  of  true  nests  of  these  cells.  Besides  these  branching  cells, 
there  are  found  oval  and  granular  cells  without  prolongations,  which 
are  collected  in  groups,  and  owing  to  the  intensity  of  the  carmine 
staining,  appear  as  reddish  spots.  Finally,  are  seen  numerous  round 
embryonal  nuclei,  pressed  one  against  another.  Passing  from  the 
periphery  towards  the  internal  part  of  the  first  zone,  there  is  observed 
a  gradual  decrease  in  the  number  of  the  several  elements.  On  the 
outside  are  the  spider-like  cells,  in  the  internal  half  are  the  nuclei 
and  oval  cells. 

The  nuclei  are  very  abundant  around  the  bloodvessels,  where 
they  form  true  sheaths.  But  it  is  noticed  that,  notwithstanding  their 
number,  they  do  not  narrow  or  change  the  lumen  of  the  vessels. 
Wherever  they  are  found  in  the  new  formation,  they  all  have  the 
same  appearance ;  those  at  the  centre,  as  well  as  those  at  the  peri- 
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phery,  are  equally  stained  by  carmine.  Between  the  oval  cells 
numerous  rows  of  these  nuclei  are  seen. 

At  the  central  part  of  the  patch,  it  is  seen,  with  a  low  power,  that 
the  staining  has  been  very  irregular  in  its  distribution.  With  higher 
power,  it  is  found  that  all  the  lighter  colored  zone  is  formed  by  a  few 
oval  cells,  and  especially  by  small  nuclei,  which  are  shrivelled,  com- 
pressed one  against  another,  and  traversed  by  bloodvessels,  around 
which  are  not  seen  any  lymphatic  sheaths,  and  which  are  a  little  com- 
pressed in  consequence  of  the  sinking  in  of  the  nuclear  elements. 
But  the  walls  of  these  vessels  are  not  altered  ;  they  are  not  obstructed 
either  by  the  formation  of  clots  or  by  endarteritis. 

The  embryonal  elements  which  have  been  described  form  a  uniform 
surface  upon  section  ;  no  part  is  more  changed,  more  shrivelled  than 
another ;  the  elements  found  at  a  distance  from  the  vessels  are  as  lit- 
tle colored  and  shrivelled  as  those  which  are  contiguous  to  the  walls 
of  these  vessels.  At  the  periphery  of  this  central  zone  is  seen  a 
more  marked  predominance  of  embryonal  elements  and  nuclei,  than 
of  the  other  varieties  of  cells  which  are  met  with  in  the  external  zone. 

This  description,  made  from  sections  of  the  pons,  corresponds  accu- 
rately to  those  made  from  the  optic  tract. 

Sections  of  the  spinal  cord  and  medulla  oblongata  showed  no  indi- 
cation of  any  pathological  change. 

CASE  XII. 
Syphilitic  tumor  of  the  cerebellum  ;  Sudden  death. 
By  Drs.  Peltier  and  Coyne. 

X.,  £et.  37,  eighteen  months  previously  was  seized  with  violent  pains 
in  the  head,  on  the  left  side,  posteriorly.  These  pains  were  most  severe 
during  the  night.  She  was  treated  in  the  Necker  Hospital  with  the  iodide 
of  potassium,  and  recovered  in  two  months.  After  a  period  of  eight 
months,  there  again  occurred  the  same  symptoms,  which  received  the 
same  treatment,  and  were  followed  by  recovery.  In  October,  she  was  ad- 
mitted into  the  Pitie  Hospital  for  similar  lesions:  no  manifestations  of 
syphilis  were  found.  Treatment  was  begun,  when  on  October  18th,  at  6 
o'clock  P.  M.,  the  patient  was  suddenly  seized  with  a  paroxysm  of  pain. 
She  raised  herself  in  bed,  gave  a  cry,  and  fell  hack  dead. 

Autopsy — The  viscera  presented  nothing  special  which  could  explain 
death,  nor  did  they  show  any  indications  of  previous  disease.  In  exam- 
ining the  brain,  an  oval  tumor,  the  size  of  a  small  walnut,  was  found, 
situated  in  the  posterior  and  internal  part  of  the  greater  circumference  of 
the  left  hemisphere  of  the  cerebellum.    One  end  of  the  tumor  extended  as 
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far  as  the  middle  lobe  and  inferior  vermiform  process.  It  was  completely 
covered  by  the  cortex  of  tlie  cerebellum,  and  was  only  recognized  by  a 
change  in  the  tissue,  which  had  a  pinkish-gray  or  pink  tint,  and  by  the  indu- 
ration which  it  produced.  Surrounding  the  tumor  was  seen  a  very  thin 
layer  where  the  nerve  tissue  was  soft,  almost  gelatinous.  At  its  inferior 
part,  it  pushed  the  interior  vermiform  process  into  the  fourth  ventricle  and 
pressed  upon  the  left  restiform  body,  which  latter  was  deformed  from 
pressure. 

A  vertical  section  made  through  its  long  axis,  demonstrated  two  parts : 
1st.  An  exterior  zone  or  capsule,  having  a  pink  color;  2d.  A  central  portion, 
which  represented  the  nucleus,  and  was  separated  from  the  cortical  layer 
by  a  yellowish  lardaceous  zone,  while  in  the  centre  the  color  was  uniformly 
yellow;  here  the  tissue  was  dry,  friable,  and  without  points  of  softening. 
In  the  centre  of  the  section  were  seen  two  or  three  vessels  of  medium  size. 

Histological  Examination. — Upon  teasing  a  fresh  portion  of  the 
new  formation,  there  were  found  small,  round,  bright,  and  trans- 
parent nuclei,  all  of  the  same  size,  measuring  about  .006  mm.  in 
diameter.  The  examination  of  a  thin  section,  made  after  hardening 
the  tumor,  showed  these  nuclei  especially  at  the  periphery  ;  they 
were  collected  into  a  zone  which  surrounded  the  central  mass,  and 
which  measured  from  three  to  four  millimetres  in  thickness.  These 
nuclei  were  deeply  and  rapidly  stained  by  cai-mine  ;  at  points  where 
they  have  collected,  there  were  found  numerous  young  vessels  with 
thin  walls  and  a  relatively  large  lumen.  Upon  some  of  these  vessels 
were  seen  accumulations  of  nuclei  filling  the  lymph  sheaths.  None 
of  the  vessels  were  obliterated.  In  the  central  part,  the  tumor 
changed  a  little.  There  were  found  in  that  situation  the  products  of 
granulo-fatty  degeneration.  The  nuclei  which  were  here  seen,  were 
less  colored  by  the  carmine,  irregular  in  shape,  and  therefore,  less 
distinct.  The  vessels  in  this  portion  of  the  section,  had  thickened 
walls,  and  their  lymph  sheaths  were  distended  with  numerous  nuclei. 
The  walls  of  the  vessels  contained  a  greater  number  of  fusiform  cells 
than  in  the  normal  state,  and  in  some  their  lumen  was  narrowed,  in 
consequence  of  the  development  of  a  slight  proliferating  endarteritis  ; 
but  there  Avere  no  coagula  in  their  interior  nor  any  complete  vas- 
cular obliterations. 
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CHAPTER  XI. 

SYPHILIS  OF  THE  LIVER. 

Hepatic  syphilis — Syphilitic  jaundice  of  the  secondary  period — Syphilitic  inter- 
stitial hepatitis — Gummata  of  the  liver — Their  structure — Their  symptoms — 
Congenita]  syphilis  of  the  liver. 

Syphilis  of  the  Liver. — Of  all  the  internal  organs,  the  liver  is 
most  frequently  aifected  with  syphilis  ;  either  during  the  secondary 
or  tertiary  periods,  or  in  infantile  syphilis.  The  more  or  less  char- 
acteristic lesions  of  this  organ  have  been  known  for  a  long  time,  viz. 
congestions  of  the  liver,  simple  interstitial  hepatitis,  and  gummata. 

Professor  Gubler  described,  in  1853,  symptomatic  phenomena  due 
to  alterations  in  the  liver  Avhich  he  had  observed  during  the  secondary 
period  of  syphilis,  and  since  that  time,  further  observations  have 
been  made  by  Luton  and  Foville,  Martel,  Lancereaux,  Fournier,  and 
Lacoinbe. 

During  the  first  months  which  follow  the  chancre,  and  about  the 
beginning  of  the  secondary  lesions,  there  is  sometimes  a  heaviness  in 
the  hepatic  region ;  when  the  organ  is  pressed  pain  is  complained  of ; 
percussion  demonstrates  an  increase  in  size.  At  the  same  time, 
there  is  jaundice,  which  is  not  permanent,  and  is  similar  to  a  slight 
catarrhal  jaundice.  This  icterus  is  characterized  by  a  coloring  of 
the  conjunctiva,  of  the  urine,  and  of  the  skin  ;  it  is  generally  accom- 
panied with  a  loss  of  appetite,  gastric  disturbance,  sometimes  fever, 
and  almost  always  uneasiness,  lumbago,  and  headache.  Its  duration 
is  short,  not  continuing  more  than  twenty  days.  The  cause  is  proba- 
bly a  congestion  of  the  liver  or  a  compression  of  the  bile  ducts  by  the 
perivertebral  and  hepatic  lymphatic  glands. 

It  is  not  truly  known  whether  this  icterus  is  due  to  syphilis  or  not, 
no  autopsies  having  been  made  during  the  affection  ;  nor  is  it  known 
if  the  liver  presents  any  lesions.  Fournier  says,  "  the  existence  of 
a  form  of  syphilitic  icterus  has  been  universally  accepted,  although 
no  anatomical  lesions  have  been  demonstrated." 
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Icterus  occurs  during  the  secondary  period  but  very  seldom,  not  more 
than  twenty  cases  having  been  reported,  an  extremely  small  proportion 
if  the  great  number  of  syphilitic  patients  be  considered.  Professor 
Hardy,  who  has  been  a  long  time  connected  Avith  the  St.  Louis  Hos- 
pital, has  never  seen  a  convincing  case.  I  have  seen  two  cases  of 
icterus  in  syphilitic  patients,  but  I  hesitate  very  much  to  ascribe 
them  to  the  syphilis.  There  is  now  in  my  wards  of  the  Lour- 
cine  Hospital,  a  patient  with  icterus,  but  she  is  in  the  fifth  month 
of  pregnancy,  and  during  this  condition,  icterus  due  to  modifica- 
tions of  the  liver  is  not  unfrequent.  Again,  this  girl  is  employed  in 
a  brewery,  therefore,  most  likely  not  a  model  of  sobriety,  and  many 
cases  of  icterus  are  due  to  excess  in  drinking  followed  by  indigestion. 

Before  deciding  that  a  case  of  icterus  is  due  to  syphilis,  it  is 
necessary  to  be  certain  that  some  other  sufficient  cause  may  not  be 
acting.  Two  cases  reported  as  syphilitic  icterus  occurred  in  pregnant 
women. 

Icterus  observed  during  the  secondary  period,  disappears  soon  and 
spontaneously.  Fournier,  however,  lost  one  of  his  cases ;  there 
was  no  autopsy.  Several  autopsies  of  syphilitic  women  who  died  with 
icterus  have,  however,  been  made.  One  by  Charcot,  one  by  Fagge, 
and  one  by  Andrew  ;  the  last  two  are  quoted  by  Lacombe.  These 
three  patients  succumbed  to  a  grave  ictei-us,  with  lesions  which  the 
microscope  demonstrated  to  be  acute  yellow  atrophy  of  the  liver, 
and  which  have  no  relation  to  syphilis.  The  changes  which  pi-o- 
perly  belong  to  syphilis,  consist  in  a  new  formation  of  lymph  cells  at. 
the  diseased  parts,  in  an  inflammation  affecting  especially  the  con- 
nective tissue,  and  infiltrating  it  with  small  round  cells  ;  or  in  true  neo- 
plasms, gummata.  In  acute  yellow  atrophy  of  the  liver,  on  the 
contrary,  there  are  atrophy  and  destruction  of  the  hepatic  cells, 
without  any  marked  inflammation  of  the  connective  tissue. 

Lesions  of  the  liver,  during  the  tertiary  period  of  syphilis  in  the 
adult,  are  quite  frequent.  There  are  three  special  varieties  Avhich 
may  exist  alone  or  combined,  and  which  are : — 

1st.  Chronic  interstitial  hepatitis  or  cirrhosis  ;  2d,  gummata ;  3d, 
amyloid  degeneration. 

Of  these  diseases  of  the  liver,  the  first  two  belong  to  syphilis  ;  but 
the  third  cannot  be  regarded  simply  as  a  syphilitic  lesion.  The  latter 
is  more  the  consequence  of  a  cachexia  due  to  prolonged  suppurations, 
which  in  some  cases,  it  is  true,  belong  to  syphilitic  manifestations,  but 
the  amyloid  degeneration  itself  cannot  be  considered  as  forming  one 
23 
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of  the  characteristic  neoplasms  of  sypliilis.  In  the  liver,  as  in  other 
organs,  the  gummata  alone  are  positively  characteristic  of  syphilis  ; 
for  even  if  the  interstitial  hepatitis  presents,  in  its  arrangement,  in 
the  shape  of  the  organ  and  in  the  cicatrices,  an  appearance  which  is 
ordinarily  attributed  to  syphilis,  this  does  not  constitute  a  positive 
distinction,  but  may  be  due  to  a  simple  interstitial  inflammation. 

1st.  Syphilitic  interstitial  hepatitis,  or  cirrhosis,  is  general  or 
local.  When  general,  which  is  seldom  the  case,  and  recent,  it  cannot 
be  diagnosed  from  simple  or  alcoholic  cirrhosis.  At  the  beginning  of 
the  lesion,  it  consists  of  a  new  formation  of  embryonal  connective 
tissue,  which  somewhat  regularly  surrounds  the  hepatic  acini,  and 
later  becomes  dense  fibrous  tissue.  Generally  the  disease  consists  in 
the  local  formation  of  fibrous  tissue  ;  the  capsule  of  Glisson  is  thick- 
ened in  places,  especially  where  the  ligaments  are  inserted;  there  are 
developed  between  the  liver  and  neighboring  parts,  the  diaphragm, 
kidneys,  and  transverse  colon,  adhesions  which  become  fibrous,  forming 
bands.  The  connective  tissue  of  new  formation  which  accompanies 
the  vessels  and  capsule  of  Glisson,  instead  of  forming  an  envelope  to 
each  acinus,  as  in  alcoholic  cirrhosis,  is  localized  around  large  por- 
tions of  the  liver,  in  such  a  manner  that  the  organ  is  lobulated, 
divided  into  round  or  irregular  lobes,  which  are  separated  and  project 
from  the  surface,  and  very  much  resembles  the  kidney  of  young 
animals.    These  lobules  are  separated  by  depressions,  at  the  bottom 


Liver  deformed  and  lobulated  ly  syphilitic  cicatrices.  (Frerichs.) 


of  which  the  capsule  of  Glisson  is  found  thickened.  The  whole  liver 
is  deformed ;  the  left  lobe  is  generally  drawn  towards  the  right,  and 
has  become  spherical,  (Fig.  75.)    At  times  the  left  lobe  is  com- 
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pletely  separated  from  the  right  by  a  deep  depression ;  the  inferior 
border  of  the  liver,  instead  of  forming  a  regular  line,  is  divided  by 
deep  vertical  grooves  and  is  bossellatcd.  In  other  cases  there  are 
only  found  a  few  depressed  cicatrices  on  the  surface  of  the  liver,  and 
a  fibrous  thickening  of  the  capsule  over  the  cicatrices. 

Cases  in  which  cicatrices  of  the  capsule  are  found  associated  with 
lobules  and  considerable  deformity  of  the  liver  in  syphilitic  subjects 
are  very  numerous.  The  special  works  upon  the  diseases  of  the  liver 
by  Frerichs,  Budd,  and  Murchison,  mention  many  instances,  and 
Lancereaux,  who  has  observed  them  often,  considers  their  presence 
of  great  value  in  the  anatomical  diagnosis  of  syphilis.  (Fig.  76.) 


Fig.  76. 


Section  of  a  syphiUtic  liver  at  the  point  of  cicatrization.  (Frerichs.) 

Cicatrices  and  depressions  of  the  liver  are  met  with  in  other  affec- 
tions than  syphilis  ;  for  example,  shrivelled  hydatid  cysts,  but  in 
these  there  is  always  found  the  debris  of  the  hydatids  or  cysts  con- 
taining their  special  products.  Depressions  of  another  charaO'»r  are 
sometimes  confounded  with  those  due  to  syphilitic  hepatitis i^th^'fe 
arising  from  tight  lacing,  or  compression  of  the  liver  by  the  j;i4bs  nn 
senile  deformity  of  the  thorax.  The  thickening  and  the  cidfitricial 
depressions  due  to  corsets,  are  found  only  upon  the  anterior '^urfaee 
of  the  liver,  which  is  divided  by  a  white,  depressed,  horizonfj^l  line, 
due  to  a  fibrous  thickening  of  the  capsule,  with  vertical  ridgesk"-  ;^ 

The  local  cirrhoses  due  to  syphilis,  are  readily  recognj^eed  Iby 
palpation  during  life.  The  nodules  and  projections,  separated  from 
one  another  by  deep  depressions,  and  situated  at  the  inferior  border 
of  the  liver,  are  easily  felt.  The  liver  often  notably  projects  at  the 
border  of  the  ribs,  which  renders  this  method  of  examination  easv 
The  left  lobe  of  the  liver  is  frequently,  in  this  disease,  separated 
from  the  right  by  a  deep  furrow,  which  can  be  felt  without  difficulty, 
and  the  lobe  appears  hypertrophicd  and  spherical. 

These  signs  in  connection  with  cutaneous  cicatrices,  syphilides, 
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syphilitic  lesions  of  the  bones,  and  other  organs,  -would  indicate  a 
syphilitic  hepatitis. 

Nodules  of  a  syphilitic  liver  need  not  be  mistaken  for  those  of 
cancer  or  other  tumors,  since  the  former  are  indolent  and  stationary, 
while  the  latter  have  a  rapid  growth. 

The  symptoms  of  general  syphilitic  cirrhosis  are  the  same  as  those 
of  simple  cirrhosis  ;  they  are  loss  of  appetite,  wasting,  ascites,  etc. 

[Hill  says  that  the  contraction  of  the  liver  excited  by  syphilis  is 
distinguished  from  non-syphilitic  contraction  by  the  following  charac- 
ters :  The  cirrhosis  produced  by  drunkenness,  though  uneven,  is  finely 
nodulated,  whence  the  name,  hob-nail  liver.  The  capsule,  though 
often  much  thickened,  is  seldom  adherent ;  in  syphilis  the  viscus  is 
drawn  into  uneven  masses  by  strong  bands,  and  peritoneal  adhesions 
are  generally  present.  The  induration  of  the  nutmeg  liver  accom- 
panying morbus  cordis,  is  also  distinguished  by  its  general  evenness 
from  syphilitic  cirrhosis.  The  gummy  nodules  differ  from  tubercles 
by  their  larger  size,  by  their  being  located  along  the  course  of  the 
streaks  of  fibrous  tissue,  and  by  the  absence  of  translucent  miliary 
tubercles,  or  gray  granulations  around  them. 

In  cancer,  peritoneal  adhesions  are  unusual,  the  liver  is  enlarged 
rather  than  diminished,  and  the  circumscribed  cancerous  masses  scat- 
tered through  the  liver  have  no  obvious  connection  with  the  fibrous 
structure.] 

Gummata  of  the -liver  are  most  often  found  at  the  same  points 
as  the  depressed  cicatrices  above  mentioned.  They  are  met  with 
at  the  bottom  of  the  depressions  upon  the  surface  of  the  organ, 
where  a  band  unites  the  liver  to  the  diaphragm,  at  the  point  of  inser- 
tion of  the  suspensory  ligament  or  in  the  depression  which  separates 
the  right  lobe  from  the  left.  Such  a  depression  upon  the  surface  of 
the  liver  presents  a  hard  thickening  of  the  capsule  of  Glisson.  If  the 
liver  is  deeply  incised  at  this  part,  there  are  seen  one  or  more  small 
gummous  tumors,  which  on  section  show  a  very  dense  fibrous  trans- 
parent peripheral  zone,  and  at  the  centre  a  homogeneous,  caseous, 
yellow,  opaque  part ;  they  are  fibrous,  resisting,  elastic,  and  have  a 
characteristic  hardness  so  that  they  cannot  be  torn  by  the  finger  nail. 
These  tumors  are  irregular  at  their  borders  ;  their  surface  on  section 
is  limited  by  an  angular  line  ;  they  are  not  a  perfect  circle.  Some- 
times they  are  in  groups  of  four,  five,  or  more,  and  the  liver  contains 
a  varying  number  of  such  groups,  or  only  a  single  group  is  met  Avith. 
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They  are  generally  small,  varying  in  size  from  that  of  a  pea  to  that 
of  a  walnut,  seldom  larger  than  the  latter. 

The  seat  of  these  guramata  at  the  bottom  of  a  cicatricial  depres- 
sion, beneath  a  fibrous  induration  of  the  capsule  of  Glisson,  is  so  uni- 
form that  when  a  cicatricial  depi-ession  is  observed  without  a  gumma, 
it  is  supposed  that  the  latter  has  existed  and  has  been  absorbed.  It  is 
not  at  all  improbable,  that  a  gumma  of  the  liver  may  be  completely 
absorbed,  and  leave  as  a  result  a  fibrous  cicatrix.  From  the  course 
taken  by  guramata  of  the  testicles,  of  the  skin,  etc.,  this  conclusion  as 
to  their  consequences  in  the  liver  is  justifiable.  But  although  the 
several  phases  of  caseous  degeneration,  and  this  degeneration  itself, 
are  seen  in  the  liver,  there  is  yet  no  positive  evidence  of  the  atrophy 
and  disappearance  of  the  caseous  portion ;  this  can  only  be  surmised. 

A  liver  afiected  with  gummata  is  generally  misshapen  and  lobu- 
lated,  with  cicatrices  on  its  surface,  and  with  fibrous  bands  which  con- 
nect it  with  the  diaphragm.  The  following  description  of  gummata  is 
not  absolutely  identical  with  that  of  gummata  of  the  skin  or  brain, 
the  details  of  structure  diffbi-ing  according  to  the  organ  afiected,  al- 
though the  essential  phenomena  are  the  same.  The  general  features 
of  these  growths  as  compared  with  those  peculiar  to  each  tissue  will 
thereby  be  elucidated. 

When  a  single  gumma  is  examined  with  the  naked  eye,  there  are 
seen  either  beneath  the  capsule  of  Glisson  thickened  at  this  point,  or 
in  the  tissue  of  the  liver,  three  distinct  zones ;  these  are :  the  cen- 
tral portion  of  the  tumor  which  is  yellow  or  grayish-yellow,  opaque, 
and  cheesy  ;  the  semi-transparent  fibrous  capsule  which  surrounds  it, 
and  a  zone  formed  by  the  ochre-yellow  or  reddish  tissue  of  the  liver. 

This  last  is  irregularly  traversed  by  fibrous  prolongations  which 
extend  from  the  preceding  zone,  penetrate  the  hepatic  tissue,  sur- 
round the  neighboring  lobules,  and  become  continuous  with  the  con- 
nective tissue  accompanying  the  peri-lobular  vessels.  If  a  thin  sec- 
tion of  a  gumma  be  examined  under  a  low  power  in  such  a  way  as  to 
display  the  different  zones,  the  central  cheesy  portion  is  seen  to  be  com- 
posed of  a  homogeneous  tissue,  finely  granular,  arranged  at  times  in 
the  form  of  small  islets  placed  beside  one  another.  This  part,  Avhich 
to  the  naked  eye  occupies  all  the  opaque  and  yellow  centre,  is  limited 
at  its  periphery  by  an  opaque  band,  black  by  direct  light  and  under 
a  low  power,  on  account  of  the  large  quantity  of  fatty  granules. 
This  disposition  of  the  caseous  gumma  and  its  fibrous  capsule  to  form 
in  islets  is  represented  in  Fig.  77.    When  a  higher  power  is  em- 
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ployed,  the  central  portion  is  seen  to  be  formed  of  small,  round, 
granular,  and  atrophied  cells  arranged  in  small  islets  in  the  midst  of 
a  fundamental  fibrillar  substance  ;  the  cells  in  the  centre  of  each 
islet  being  more  atrophied,  and  more  granular  than  those  of  the  peri- 


Fig.  77. 


Portion  of  a  gumma  of  the  liver  seen  ■with  low  power,  a.  Central  part  of  the  gumma  showing 
the  arrangement  into  small  islands,  b.  Connective  tissue  whicli  forms  the  fibrous  capsule  of  the 
gumma. 

phery.  The  exterior  and  circular  border,  opaque  under  a  low  power, 
shows  spaces  limited  by  fibres  of  connective  tissue,  lymph  spaces, 
which  are  filled  with  round  cells  containing  minute  fatty  granules,  or 
simply  with  large  fatty  granules. 

It  is  in  this  zone  surrounding  the  caseous  portion  of  the  gumma 
that  the  products  of  absorption  of  the  cheesy  elements  of  all  the 
central  mass  accumulate  before  passing  into  the  lymphatic  vessels 
"which  carry  them  into  the  general  circulation.  Around  this  cheesy 
mass  the  semitransparent  fibrous  tissue,  forming,  as  it  were,  a  capsule, 
is  composed  of  connective  tissue  in  different  conditions,  depending 
upon  whether  the  gumma  is  recent  and  growing,  or  old  and  undergoing 
cicatricial  atrophy.  In  the  first  case,  the  fibres  of  connective  tissue  are 
thinner,  less  dense,  and  are  separated  by  numerous  round  or  embry- 
onic cells.  When  it  is  older,  the  connective  tissue  predominates,  and 
the  cells  are  fewer ;  instead  of  being  round,  they  become  spindle- 
shaped,  and  they  finally  present  the  aspect  of  flat  connective-tissue 
corpuscles  interposed  between  the  bundles  of  fibres.  Thus,  in  a  case 
of  old  gumma  that  I  have  examined,  the  bundles  of  fibres,/,/.  Fig. 
78,  were  parallel  to  one  another  and  to  the  surface  of  the  cheesy 
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portion,  and  they  were  separated  by  flat  cells,  a,  d,  n,  which  are 
seen  in  front  and  in  profile.  The  zone  exterior  to  the  gumma  is 
formed  by  prolongations  of  the  preceding  tissue  which  penetrate 
between  the  neighboring  hepatic  lobules.    The  bands  of  tissue  which 


Fig.  78. 


Section  of  the  peripheral  fibrous  tissue  at  the  caseous  portion  of  an  old  gumma  of  the  liver. 
/, /.  Fasciculi  of  fibrous  tissue,  flat,  and  parallel  to  the  circumference  of  the  caseous  portion  of 
the  gumma,  e.  Capillary  with  its  endothelium.  6.  Fibrous  fasciculus  cut  obliquely,  and  sepa- 
rated by  connective-tissue  cells,  m,  a.  Flat  connective-tissue  cells  seen  upon  the  surface  and 
in  profile,    d,  n.  Flat  connective-tissue  cells  seen  in  profile.    X  230. 

thus  surround  the  hepatic  islets  to  a  limited  extent  are  formed  by 
embryonic  or  by  dense  fibrous  tissue,  and  contain  more  or  less  cells 
which  may  be  round  or  flattened,  according  to  the  intensity  and  stage 
of  the  process.  These  are  exactly  the  same  lesions  which  ai-e  observed 
in  the  different  forms  of  cirrhosis.  This  case  was  one  of  extremely 
localized  cirrhosis. 

Such  are  the  general  facts,  but  they  present  variations  according 
to  particular  cases,  and  it  may  be  well,  in  order  to  comprehend  them, 
to  enter  into  the  details.  I  have  never  met  with  a  well-marked  com- 
mencing gumma  of  the  liver,  but  I  have  studied  one  which  had  reached 
its  stationary  period  and  was  beginning  to  undergo  cheesy  degene- 
ration at  the  centre.  In  this  case  the  gummous  nodule  was  single 
and  quite  large.  Its  central  mass  was  formed  of  embryonic  tissue, 
with  very  numerous  cells  in  contact  with  one  another  and  aiTanged 
in  small  islets,  the  central  cells  of  which  were  more  atrophied  than 
those  of  the  periphery.  The  greater  portion  of  the  vessels  of  this 
part  undergoing  cheesy  degeneration  were  still  permeable  to  the 
blood.  Some  among  them,  however,  were  completely  filled  with 
lymph  cells  glued  together  by  fibrine.  But  in  the  peripheral  zone, 
whicfi  was  more  embryonic  than  fibrous,  the  bloodvessels  were  nearly 
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all  obliterated.  In  the  specimens,  colored  by  picro-carmine,  and 
examined  under  a  low  power,  they  appeared  as  circular  sections  or 
as  elongated  figures  mqre  highly  colored  than  the  surrounding  tissue, 
and  of  the  red  orange  color  of  picro-carmine.  The  coagula  were 
formed  by  the  fibrine,  by  the  lymph  cells,  and  by  the  swollen  endo- 
thelial cells.  I  had  previously  observed  vascular  obliteration  in  a 
case  of  very  numerous  and  very  large  gummata  of  the  liver  in  active 
development,  which  Lancex-eaux  had  studied  at  the  H6tel-Dieu,  in 
1863,  in  the  service  of  Gu^neau  de  Mussy.  In  the  histological 
examination  of  these  gummata,  the  vessels  of  the  caseous  portion 
■were  found  to  be  obliterated  by  the  lymph  cells.  These  coagula  and 
these  incomplete  vascular  obliterations — for  in  gummata  a  certain 
number  of  vessels  remain  patulous — are  apparently  due  to  the  inten- 
sity of  the  inflammation,  and  to  the  extreme  number  of  the  small 
rouild  cells,  and  it  is  evident  that  they  exercise  considerable  influence 
in  producing  the  cheesy  degeneration  and  atroj)hy  of  the  centre  of 
the  gumma.  They  can  be  compared  very  properly  with  those  which 
existed  in  gummata  of  the  subcutaneous  cellular  tissue  in  the  case  of 
Chambard  which  we  have  recently  noticed.  If  we  now  compare  that 
•which  takes  place  in  the  skin  with  that  which  occurs  in  the  liver,  we 
can  distinguish  a  marked  resemblance  between  these  two  lesions, 
excluding,  of  course,  the  difi'erence  in  details  resulting  from  the  unlike 
structure  of  the  tissues  involved.  The  central  portion,  crowded  with 
round  cells,  is  eliminated  in  the  case  of  the  skin,  because  the  cuta- 
neous surface  is  inflamed  and  destroyed,  opening  for  it  a  passage, 
while  the  hepatic  gumma  is  confined  in  its  fibrous  envelope  without 
being  able  to  escape,  and  its  elements,  ceasing  to  live,  atrophy  and 
become  caseous.  In  gummata  of  the  skin,  the  newly-formed  cells  are 
interposed  between  the  bundles  and  fibres  of  pre-existing  connective 
tissue.  In  the  liver,  the  arrangement  in  acini,  the  regularity  of  the 
connective  tissue  and  of  the  vessels  which  form  the  spherical  islets 
composed  of  regular  meshes,  determine  the  arrangement  of  the  cells 
into  small  spherical  collections.  Nevertheless  this  disposition  is  not 
constant ;  it  is  not  found  in  old  and  atrophic  gummata.  In  the  older 
gummata,  the  fibrous  tissue  is  in  excess  of  the  cellular  element,  not 
only  in  the  peripheral  zone,  but  also  in  the  cheesy  centre.  This 
explains  the  characteristic  fact  that  the  centre  is  very  hard,  very 
fibrous,  and  in  no  Avise  softened  in  old  gummata,  while  the  contrary 
is  the  case  with  tubercles.  Furthermore,  in  old  gummata,  the  circu- 
lation of  the  blood  is  re-established  not  only  in  the  peripheral  part, 
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but  also  in  the  centre  of  the  gumma.  This  circulation  is  far  from 
being  active,  but  the  small  number  of  vessels  which  are  found  in  the 
centre  of  thie  gumma  are  permeable. 

Figure  79  represents  a  section  of  an  old  gumma  under  a  low  power 
(12  diameters).    The  central  mass,  a,  was  united  by  a  prolongation, 


Fig.  79. 


Section  of  an  old  gumma  of  the  liver,  a,  a.  Central  caaeons  tissue  of  the  gumma,  d',  d'.  Its 
vessels.  I.  Boundary  between  the  central  portion  and  fibrous  zone  ;  this  line  of  demarcation  is 
marked  in  places  by  an  opening  or  cleft,  t,  t.  Connective  tissue  of  the  fibrous  zone  wliich  en- 
tirely surrounds  the  central  part,  v,  v.  Small  vessels  of  this  zone.  c.  An  arteriole  of  the  fibrous 
zone.  /,/.  Quito  largo  biliary  vessels  included  in  the  fibrous  zone.  t'.  Fasciculi  of  connective- 
tissue  fibres  running  parallel  with  the  surface  of  tho  caseous  part.  At  6  and  d  tho  fasciculi  of 
fibres  of  tho  fibrous  zone  penetrate  into  tho  central  caseous  part,  e,  e.  Tissue  of  hopatio  cells 
Interrupted  by  bands  of  fibrous  tissue,  m,  m.    X  12. 


j),  with  another  portion  of  the  same  tumor  equally  cheesy.  There  is 
not  a  trace  of  the  arrangement  into  small  islets  that  we  found  in  other 
cases.  The  tissue  of  the  centre  of  the  gumma  shows  even  with  this 
low  power  a  peculiar  structure  ;  the  fasciculi  of  fibres  of  connective 
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tissue  of  which  it  is  formed  are  manifestly  continuous  at  b,  and  at  d, 
with  the  fibres,  t',  of  the  peripheral  fibrous  zone,  t.  Small  vessels,  v,  v, 
are  seen  in  the  central  zone.  The  vessels,  v,  of  the  peripheral  zone 
are  the  larger.  Between  the  central  zone  and  the  tissue  which  sur- 
rounds it  there  exists  at  certain  points,  like  at  I,  a  cleft  or  slit,  with 
a  difference  in  coloring  as  well  as  in  structure.  The  peripheral  zone, 
t,  t,  is  very  broad,  and  much  more  vascular  than  the  central  portion. 
Its  connective  tissue  is  continuous  by  irregular  bands,  m,  with  the 
hepatic  parenchyma,  e,  e.  In  this  portion  of  the  specimen  the  peri- 
gummous  hepatic  tissue  is  not  arranged  in  islets  ;  the  pre-existing 
lobules  have  been  compressed,  and  changed  in  their  shape,  which  is 
no  longer  recognizable. 

Figure  80,  drawn  under  a  higher  power  (150  diameters"),  intended 
to  show  how  the  bundles  of  fibres  from  the  fibrous  zone  pass  into  the 
caseous  one,  is  part  of  point  b  of  Figure  79.  The  upper  portion  of 
the  figure,  a,  a,  belongs  to  the  central  cheesy  tissue  of  the  gumma _5 
it  consists  of  slender  parallel  fibres  having  between  them  round  gran- 
ular cells,  pale,  atrophied,  and  poorly  stained  with  carmine.  All  this 
caseous  portion  is  slightly  opaque,  due  to  the  many  very  minute  fatty 
granules.  It  is  easily  distinguished  from  the  clearer  peripheral  por- 
tion which  is  formed  by  the  fibres  of  connective  tissue,  d,  showing 
between  them  round,  fusiform,  or  flat  cells,  b,  very  well  colored  by 
the  carmine.  The  continuity  of  the  fibres  of  the  peripheral  fibrous 
layer  with  those  of  the  cheesy  portion  is  very  evident  in  the  cut. 
The  peripheral  fibres,  the  bundles  of  which  have  a  concentric  direc- 
tion to  the  gumma,  bend  upon  themselves  at  the  margin  of  the  cheesy 
portion,  and  penetrate  it  obliquely  or  at  a  right  angle.  At  their  point 
of  entrance  into  the  cheesy  portion  their  fibi'illse  are  separated,  and 
there  are  very  fine  granules  between  them  which  make  them  appear 
dai'k  and  opaque. 

In  old  gummata,  at  the  internal  limit  of  the  fibrous  capsule,  be- 
tween it  and  the  degenerated  portion,  there  always  exist  clear  spaces 
more  or  less  regular,  empty,  or  containing  granules,  or  small  oil- 
drops,  or  fat  crystals,  e,f.  In  this  same  zone  are  found,  between  the 
fibres,  small  crystalline  masses  or  small  transparent  refracting  spheri. 
cal  bodies,  which  are  not  stained  by  the  carmine,  and  which,  accord- 
ing to  Malassez,  are  colored  red  by  purpurine. 

The  bloodvessels  of  the  cheesy  portion  of  old  gummata  at  one 
time  present  themselves  in  the  form  of  empty  furrows,  at  another,  they 
are  filled  with  red  blood-corpuscles.    They  are  small,  and  their  walls 
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are  thin.  On  the  contrary,  the  peripheral  vessels  of  the  fibrous  en- 
velope are  very  large,  and  the  circulation  is  active  within  them. 
Sometimes  these  latter  vessels  present,  as  in  hej^atic  cirrhosis,  a  very 
pronounced  chronic  inflammatory  thickening  of  their  Avails.  Never- 
theless, it  is  unquestionable,  that  in  the  early  stage  of  a  syphilitic  neo- 
plasm, the  vessels  of  the  affected  hepatic  region  had  a  like  structui*e. 
In  the  neoplasm,  at  its  commencement,  they  were  also  modified  in  the 
same  manner  by  inflammation,  that  is  to  say,  their  thickened  walls 
presented  a  number  of  newly-formed  cells. 


Fig.  80. 


Section  of  !in  old  gumma  of  the  liver,  including  casoous  part  and  peripheral  zone.  a.  Fibrous 
tissae  of  the  caseous  portion,  the  flbros  of  wliich  are  thin  and  parallel  ;  it  is  directly  continuous 
with  the  fibrils  of  the  peripheral  connective  tissue,  6.  The  cells,  c,  situated  botwoou  the  fibrils 
of  the  caseous  tissue,  are  pale  and  granular,  while  the  living  cells,  d,  found  in  the  peripheral 
fibrous  tissue,  are  well  stained  by  the  carmine,  to.  Empty  vessel,  m'.  Cleft  in  the  caseous 
tissue,  e,/.  Spaces  situated  at  the  margin  of  the  caseous  portion,  and  containing  crystals  of  fat 
k.  Small  round  and  refracting  bodies  at  the  edge  of  the  caseous  part.  D,  v.  Bloodvessels 
X  150. 

At  a  certain  moment,  in  consequence  of  this  inflammation  of  the 
wall,  and  of  the  peripheral  tissue,  partial  vascular  obstructions  oc- 
cur, followed  by  a  cheesy  state  of  the  central  portions  of  the  gumma. 
Some  of  these  obstructed  vessels  become  permeable  or  an  incomplete 
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collateral  circulation  is  subsequently  set  up,  by  the  small  vascular 
branches  which  were  not  obstructed  in  the  first  instance.  In  the 
}Deripheral  portion  of  the  gumma  which  has  not  been  the  seat  of 
obstructions,  the  vessels  are  well  developed  on  account  of  the  abund- 
ance of  new  and  organized  connective  tissue,  which  tissue  sup- 
plies the  nutritive  elements  and  enables  them  to  increase  in  size. 
This  is  the  explanation  of  the  difference  which  exists  between  the 
vessels  of  the  central  portion  and  those  of  the  peripheral  zone  of  the 
gumma. 

In  regard  to  the  modifications  of  the  proper  elements  of  the  liver, 
the  hepatic  cells,  and  the  biliary  ducts  included  in  the  peripheral 
fibrous  tissue  of  the  gumma — the  cells  of  an  hepatic  acinus,  or  of  a 
portion  of  an  acinus,  are  seen  completely  separated  by  embryonic  or 
old  connective  tissue.  The  hepatic  cells  are  separated  one  from  the- 
other  by  connective  tissue,  infiltrated  with  round  or  flat  cells,  and 
forming  bands  of  greater  or  less  thickness.  In  recent  gummata,  the 
hepatic  acini  or  lobules  which  are  involved  in  the  inflammation  which 
affects  the  tissues  in  the  neighborhood  of  the  gumma  are  uniformly 
surrounded,  and  sometimes  separated  by  embryonic  tissue  as  occurs 
in  recent  cirrhosis.  The  lesions  of  the  bloodvessels  and  the  biliary 
vessels  are  then  the  same  as  in  cirrhosis;  all  the  bloodvessels  at  first 
have  embryonic  walls,  and  are  dilatable  under  the  influence  of  blood 
pressure  ;  later,  their  walls  thicken  and  become  very  dense.  In 
many  cases  of  syphilitic  gummata  (in  three  cases  out  of  five  that  I 
have  recently  examined),  I  found  a  new  formation  of  delicate  biliary 
canals,  more  or  less  numerous,  in  the  embryonic  or  adult  connective 
tissue  forming  the  exterior  zone  of  the  gumma,  and  surrounding  the 
hepatic  acini.  These  new  formations  of  biliary  ducts  are  absolutely 
the  same  as  those  described  in  cirrhosis  of  the  liver.  At  the  circum- 
ference of  the  syphilitic  gummata,  the  origin,  and  arrangement  of 
these  canals  are,  as  in  cirrhosis,  in  direct  relation  with  the  inflamma- 
tion of  the  connective  tissue  and  with  the  amount  of  the  latter  present. 

In  the  peripheral  fibrous  tissue  of  old  gummata,  the  form  of  the 
hepatic  acini  is  more  or  less  unrecognizable.  Thus  in  Figure  79, 
the  hepatic  tissue,  e,  formed  by  the  hepatic  cells,  is  traversed  by  the 
thick  bands  of  connective  tissue,  m,  m,  which  accompany  the  branches 
of  the  portal  veins.  In  the  other  peripheral  portions  of  the  same 
gumma,  these  bands  are  regularly  arranged  around  the  lobules. 

In  the  fibrous  envelope  which  is  connected  with  the  cheesy  portion 
are  often  found  large  biliary  vessels  filled  Avith  cylindrical  cells  and 
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bile.  It  is  possible  that  a  large  biliary  vessel  traversed  this  region 
prior  to  the  formation  of  the  syphilome.  But  the  number  of  such 
vessels  which  are  always  found  in  this  zone  of  newly  formed  tissue, 
would  certainly  indicate  that  the  pre-existing  biliary  canals  have  be- 


[Fig.  81. 


Network  of  biliary  canaliculi  in  the  newly-formed  connective  tissue  of  cirrhosis.  /.  Interlob- 
ular biliary  canal,  c.  Very  small  canaliculus  communicating  with  other  canaliculi,  also  minute 
and  lined  with  cells  placed  end  to  end.  These  canaliculi  empty  into  larger  canal  a,  c',a". 
d.  Connective-tissue  corpuscle.    X  300.  (Cornil  and  Kanvier.)] 

come  inflamed,  and  have  remained  dilated  as  a  result  of  the  forma- 
tion of  the  neoplasm.  In  Figure  79,  the  letters/, /  point  out  large 
bile  canals  filled  with  cylindrical  cells.  The  power  used  is  too  low  in 
this  cut  to  show  the  cells  of  these  ducts  or  the  capillary  biliary  ducts. 

The  ultimate  termination  of  these  tumors,  which  are  of  great  fre- 
quency, is,  that  after  a  period  of  augmentation  and  of  maturity  they 
become  caseous  at  their  centre.  Then  the  lymphatic  vessels  or 
spaces  of  the  peripheral  connective  tissue  absorb  the  liquids  and  the 
fatty  particles  which  are  derived  from  the  breaking  down  and  fatty- 
degeneration  of  the  gumma.  The  cheesy  portion  evidently  atrophies 
and  is  compressed  by  the  connective  tissue  which  forms  its  capsule. 
This  atrophy  and  contraction  continue  for  years,  and  the  tumor 
finally  forms  a  small  mass  in  which  fibrous  tissue  predominates. 
Having  reached  this  stage,  the  gumma  may  be  completely  transformed 
into  cicatricial  fibrous  tissue,  without  any  vestige  of  the  several  layers 
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which  formed  it,  and  without  leaving  any  trace  of  a  pre-existing 
tumor.  This  view  seems  prohablc,  even  if  not  entirely  demonstrated. 
There  are  found  very  small  atrophied  fibrous  gummata,  and,  reason- 
ing by  analogy,  I  am  disposed  to  believe  that,  like  the  gummata 
which  have  the  same  structure  as  those  of  the  liver,  and  which  are 
seated  in  parj;s  accessible  to  sight,  they  may  heal  in  course  of  years, 
and  simply  leave  behind  them  a  fibrous  cicatrix.  According  to  this 
hypothesis,  the  deforming  and  local  syphilitic  hepatitis  which  has 
just  been  considered  would  be  the  termination  of  such  gummous  neo- 
plasms. 

The  anatomical  diagnosis  of  gummata  of  the  liver  is  very  easy. 
Tuberculous  granulations  of  the  liver,  which  approach  nearest  to  it  in 
a  histological  point  of  view,  are  generally  miliary,  scarcely  visible  to 
the  naked  eye,  and  very  numerous  ;  it  is  rare  that  hepatic  tuber- 
cles attain  a  size  comparable  to  those  of  gummata.  When  this  occurs 
the  centi-al  portion  of  the  tubercle  is  cheesy  and  soft,  puriform  or 
calcai'eous.  Furthermore,  the  peripheral  fibrous  zone  is  never,  in 
tubercle,  so  dense  or  so  extensive  as  in  the  specific  tumor.  A  gumma 
may  also  be  recognized  by  its  hardness  and  its  fibrous  elasticity  at 
the  centre  and  periphery. 

The  anatomical  diagnosis  is  made  with  the  naked  eye,  for  if  we 
examine  a  small  portion  of  the  centre  or  of  the  circumference  of  a 
tubercle,  and  compare  it  with  a  similar  portion  of  a  gumma  well 
prepared  and  under  a  high  power,  we  cannot,  ordinarily  distinguish 
positively  between  them.  The  larger  portion  of  the  anatomical  lesions, 
whether  they  are  seated  in  the  skin  and  are  appai'ent,  or  hidden  in 
the  depths  of  internal  organs,  are  characterized  more  especially  by 
their  form  and  their  general  arrangement  rather  than  by  the  histolo- 
gical phenomena  which  occur  in  the  tissues.  The  other  tumors  Avhich 
appear  in  the  liver,  such  as  cancer,  sarcoma,  epithelioma  with  cylin- 
drical cells,  etc.,  have  no  analogous  structure  with  the  syphilomes. 

[Dr.  Wilks,  long  ago,  described  three  varieties  of  the  syphilitic 
liver,  and  in  some  respects  his  description  is  fully  as  accurate  as  it 
could  be  made  at  the  present  day. 

The  first  of  his  varieties  was  that  in  which  the  whole  liver  has 
become  infiltrated  by  a  new  fibrous  tissue,  producing  a  uniform  and 
general  hardening  ;  the  second,  in  which  the  presence  of  the  new 
material  in  the  course  of  the  portal  vessels  has  produced  a  contraction 
like  that  of  cirrhosis  ;  and  the  third,  and  most  striking  foi'm,  where 
the  organ  is  pervaded  by  distinct  nodules  of  the  new  formation.  The 
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first  variety  has  mostly  been  observed  in  children  Avho  have  died  of 
hereditary  syphilis,  the  organ  being  large  and  intensely  hai"d,  all 
natural  structure  having  disappeared  to  the  naked  eye,  and  the  micro- 
scope showing  the  organ  pervaded  throughout  by  the  adventitious 
material.  The  second  form  is  constantly  seen  in  those  bodies  which 
are  tainted  by  syphilis,  and  is  often  found  associated  with  the  larda- 
ceous  degeneration.  It  may  go  on,  like  alcoholic  cirrhosis,  to  pro- 
duce dropsy,  as  was  seen  in  a  man  lately  in  the  hospital,  and  who 
required  to  be  tapped  several  times  before  his  death.  The  third 
form  shows  the  most  characteristic  changes,  and  those  which  are 
generally  pointed  out  as  evidence  of  the  presence  of  syphilis.  Here 
are  seen  distinct  nodules  scattered  through  the  substance  of  the  organ, 
sometimes  as  small  as  peas,  and  at  other  times  as  large  as  walnuts. 
These  after  a  time  become  dried  up,  and  then  form  tolerably  circum- 
scribed masses  ;  but  the  neighboring  tissue  is  often  infiltrated,  and 
then  they  send  out  long  processes  into  the  neighboring  hepatic  tissue. 
When  near  the  surface  they  shrink  up  the  tissue,  causing  deep  cica- 
trices, so  that  we  may  constantly  meet  with  a  liver  much  altered  in 
shape,  or  apparently  lobulated,  from  the  effects  of  syphilis  which  had 
occurred  several  years  previously.! 

The  symptoms  of  hepatic  gummata  are  very  variable.  When  a 
small  number  or  even  one  alone  exists,  as  we  have  frequently  seen  to 
be  the  case,  and  there  is  no  accompanying  extensive  interstitial  hepa- 
titis, the  symptoms  are  not  marked,  or  simply  contribute  their  part 
to  the  syphilitic  cachexia  in  relation  with  other  disseminated  lesions. 

If  the  gummata  are  numerous,  forming  tumors  made  up  of  several 
smaller  ones,  disseminated  throughout  the  liver,  if  they  are  attended 
with  irregularities  on  the  surface  of  the  organ,  and  a  generalized 
interstitial  hepatitis  of  the  whole  gland,  there  are  then  multiple 
and  very  grave  symptoms.  Between  these  two  extremes,  there  are 
many  intermediate  conditions. 

In  the  most  severe  cases,  the  liver  is  enlarged  at  the  commence- 
ment, and  sometimes  there  is  jaundice.  Palpation  reveals  the  liver 
extending  beyond  the  false  ribs  and  nodular.  In  some  rare  cases, 
where  it  was  possible  to  follow  the  evolution  of  the  malady  from  its 
commencement,  the  liver  diminished  in  volume,  and  the  jaundice  dis- 
appeared, but  at  the  end  of  an  uncertain  period,  there  ensued  a 
chronic  interstitial  hepatitis  with  dropsy,  want  of  appetite,  vomiting, 
swelling  of  the  spleen,  diarrhoea,  hemorrhages,  in  a  word,  all  the 
symptoms  of  cirrhosis.    Palpation  of  the  liver  discovers  the  nodules, 
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the  depressions,  the  marked  irregularities  of  the  anterior  surface,  and 
of  the  free  edge  of  the  liver,  the  tumefaction  of  its  right  lobe,  etc. 
Brouardel  has  reported  in  his  clinical  lectures  of  1874,  delivered  at 
the  "  Charity"  Hospital,  a  very  remarkable  case  of  hepatic  syphilis 
that  he  had  watched  during  a  number  of  years.  The  patient  after 
having  had  guramata  of  the  bones,  syphilitic  laryngitis,  etc.,  presented 
a  transient  jaundice  with  a  considerable  tumefaction  of  the  liver.  He 
died  three  years  after  from  dropsy,  and  Avith  all  the  signs  of  syphilitic 
cirrhosis  with  diminution  of  the  volume  of  the  liver.*  Pain  in  the 
hepatic  region  is  rare. 

[The  following  case  is  reported  by  Dr.  L.  Goldstein.^  The  patient, 
forty-three  years  old,  had  been  infected  with  syphilis  about  twenty 
years  previously,  and  four  years  ago  had  had  rheumatic  pains  in  the 
shoulders,  and  pain  in  the  right  side.  Recently  he  had  had  icterus  and 
swelling  of  the  feet.  He  was  anaemic,  and  tbin,  with  dirty  yellowish 
tinge  of  the  skin ;  but  there  was  no  glandular  swelling,  no  syphilitic 
eruption,  and  no  prominence  or  tumor  of  the  liver  ;  indeed,  this  organ 
was  apparently  smaller  than  normal.  After  a  time  hsematemesis  oc- 
curred, and  the  stools  contained  blood.  The  spleen  was  not  enlarged. 
Ascites  developed,  and  after  a  violent  attack  of  hsematemesis  he  died, 
eighteen  days  from  the  first  loss  of  blood.  In  the  right  lobe  of  the 
liver  was  a  wedge-shaped  mass  of  connective  tissue,  measuring  three 
inches  long  by  two  inches  broad,  and  from  one  to  two  inches  thick  ; 
scattered  through  this  were  numerous  cheesy  nodules  of  various  sizes, 
bounded  by  dense  fibrous  bands.  From  the  wedge-shaped  mass  stout 
bands  of  fibrous  tissue  stretched  downwards  between  the  larger 
branches  of  the  portal  vessels.  The  whole  surface  of  the  liver  was 
deeply  marked  and  deformed  by  cicatricial  contractions,  and  the  cut 
surface  was  finely  nodular,  with  a  finer  or  coarser  network  of  irregu- 
lar fibrous  bands.  Microscopically  these  bands  were  rich  in  nuclei, 
though  many  presented  fatty-degeneration  of  the  new  tissue.  The 
cheesy  nodules  consisted  of  a  finely  granular  detritus.  The  liver 
itself  was  small,  with  an  adherent  capsule  ;  it  was  not  lardaceous. 
The  spleen  and  kidneys  were  congested,  but  otherwise  normal.] 

Such  are  the  principal  symptoms  of  gummata,  which,  by  their 
number  and  their  volume,  produce  compression  of  the  branches  of  the 
portal  vein,  irritation  or  compression  of  the  biliary  ducts,  and  which, 
accompanied  or  not  by  a  generalized  interstitial  hepatitis,  produce 

'  Journal  des  Coimaissances  Mgdicales,  1874,  p.  83. 
[*  Berliner  Klinisclie  Wocliensclu'ift,  May  8,  1876.] 
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the  same  symptoms  as  simple  cirrhosis.  But  the  most  common  symp- 
toms of  hepatic  syphilis  are  those  of  local  intei-stitial  syphilitic  hepa- 
titis, which  have  already  been  described.  Very  often  it  is  impossible 
to  i-ecognize  a  single  physical  or  functional  sign  when  the  neoplasm 
is  small,  or  when  there  are  but  one  or  two  guramous  formations  in  the 
entire  liver. 

The  diagnosis,  in  cases  of  ascites,  with  irregularities  of  the  sur- 
face and  free  border  of  the  liver,  and  with  symptoms  of  cirrhosis, 
is  based  upon  the  knowledge  of  the  syphilitic  antecedents  and  upon 
the  coincidence  of  late  tertiary  symptoms  (exostoses,  or  ulcerating 
cutaneous  or  mucous  syphilides).  Lancereaux  mentions  also,  as  do 
Herard  and  Leudet,  cases  of  hepatic  syphilis  with  albuminuria  and 
Bright's  disease.  It  is  pi'obable  that  this  albuminuria  is  generally 
dependent  upon  an  amyloid  degeneration  of  the  kidneys.  Individuals 
affected  with  cirrhosis,  due  to  alcoholism,  usually  pi'esent  symptoms 
of  the  latter  disease.  Chronic  tuberculous  j)eritonitis  might  be  mis- 
taken for  a  syphilitic  hepatitis. 

The  prognosis  is  very  variable.  It  is  certain  that  it  is  possible  to 
live,  and  not  experience  the  slightest  symptom,  with  a  single  gumma 
of  the  size  of  a  small  pea ;  while,  on  the  contrary,  with  the  liver 
filled  with  gummata,  and  aifected  at  the  same  time  with  an  extended 
interstitial  hepatitis,  death  would  undoubtedly  result.  Nevertheless, 
in  very  grave  cases,  when  there  are  syphilitic  lesions  to  deal  with, 
we  must  not  despair  of  saving  our  patients.  Lancereaux  reports 
several  examples  of  ascites,  accompanied  with  cachexia,  coming  on  in 
patients  who  had  had  tertiary  syphilis,  and  who  were  completely 
cured  by  the  iodide  treatment,  puncture,  and  the  application  of  mer- 
curial ointment  on  the  abdomen. 

A  few  words  will  suffice  for  the  interstitial  hepatitis  of  syphilitic 
origin,  complicated  with  amyloid  degeneration  of  the  vessels  and  cells 
of  the  liver.  This  lesion,  which  is  extremely  rare,  follows  the  same 
course,  in  regard  to  symptoms,  as  a  simple  cirrhosis  ;  the  amyloid 
degeneration  which  succeeds  in  such  cases  to  prolonged  suppurations 
of  syphilitic  origin  is  itself  a  cause  of  the  cachexia,  for  the  glycogenic 
function  of  the  liver  is  destroyed  in  consequence  of  the  degeneration 
of  the  cells. 

Congenital  Syphilis  of  the  Liver. — Gubler  gave  in  1852  a 

very  good  macroscopic  description  of  the  anatomical  condition  of  the 

livers  of  new-born  syphilitic  children.    The  liver  is  always  larger 
24 
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than  in  the  normal  condition.  Its  surface  often  presents  thickenin,2;s 
of  the  capsule  of  Glisson  ;  the  hepatic  tissue  is  harder,  more  elastic 
than  normal ;  it  rebounds  when  a  piece  is  dropped  upon  the  table  ;  it 
presents  the  yellow  color  and  the  semitransparence  of  flint.  Further- 
more, Gubler  has  described  small  white  granulations,  which  he  com- 
pai'es  to  grains  of  wheat,  and  which  are  scattered  throughout  the 
parenchyma.  The  histological  examination  shows  that  these  small 
granulations  are  formed  by  an  accumulation  of  embryonic  cells  in  the 
spaces  which  separate  the  hepatic  acini.  Ranvier  and  I  had  frequent 
occasion,  about  twelve  years  ago,  to  examine  such  cases  of  hepatic 
syphilis.  The  hepatic  acini,  in  the  normal  state,  are  in  contact 
except  at  the  prismatic  spaces  which  are  formed  by  their  union — 
spaces  in  which  the  capsule  of  Glisson  forms  an  envelope  to  the 
afferent  portal  vessels  of  the  lobule.  It  is  in  these  spaces  that  the 
round  lymph  cells  form  and  collect  into  small  nodules  representing 
microscopic  gummata.  The  cells  at  the  centre  of  the  new  formation 
are  sometimes  granular.  This  neoplasm  is  seated  about  the  ramifi- 
cations of  the  portal  veins,  which  in  consequence  also  present  thick- 
ened walls  with  newly-formed  cells  in  their  external  tunics.  The 
small  granules  above  mentioned  are  not  always  visible  to  the  naked 
eye,  and  in  their  place  are  only  seen,  about  the  perilobular  capillaries 
of  the  portal  vein,  an  excessive  number  of  embryonic  cells.  I  have 
seen  this  condition  many  times  in  new-born  children  who  have  died 
in  this  hospital,  and  in  the  still-born  before  term.  But  in  all  these 
cases  we  must  be  careful  not  to  take  for  a  pathological  condition  a 
normal  state  of  the  connective  tissue  peculiar  to  the  age  of  the  embryo 
we  examine.  The  connective  tissue  is  embryonic,  and  consists  of 
small  round  cells  in  the  foetus  and  in  the  new-born  infant.  It  is 
necessary  in  these  examinations  to  have  for  comparison  a  series  of 
prepai'ations  of  each  organ  corresponding  with  the  age  of  the  foetus 
or  new-born  infant. 

Independently  of  these  lesions  peculiar  to  the  liver  of  new-born 
syphilitic  children,  there  are  found  in  very  young  children  affected 
•with  hereditary  syphilis  true  gummata  of  the  liver,  resembling  those 
of  the  adult  in  size,  form,  and  structure  (Prdvost,  Lancereaux,  etc.). 

The  symptoms  of  hepatic  syphilis  in  new-born  children  are  null,  or 
they  are  identical  with  those  of  local  and  general  troubles  so  often 
observed  in  children  who  have  poor  or  insufficient  noui'ishment 
(athrepsia  of  Parrot).  The  only  physical  sign  which  properly 
belongs  to  hepatic  syphilis  is,  when  it  exists  at  all,  increase  in  the 
size  of  the  liver. 
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[CASE  XIII. 

Syphilitic  enlargement  of  liver. 
By  Mr.  Hutchinson.^ 

Mr.  Hutchinson  has  described  some  cases  of  syphilitic  enhirgement  of 
the  liver  in  the  following  words  :  "  In  several  cases  I  have  witnessed  in 
young  persons,  tlie  subjects  of  hereditary  taint,  great  hepatic  enlargement 
whicli  has  subsequently  wholly  disappeared.  It  is  difficult  to  believe 
that  there  is  any  kind  of  gummous  growth  in  such  cases,  and  we  are  obliged 
rather  to  fall  back  upon  tlie  hypothesis  of  mere  vascular  turgescence.  This 
turgescence  may  possibly  in  its  turn  be  due  to  some  disease  in  the  nervous 
system.  I  well  recollect  a  lad  whose  case  illustrated  what  I  am  saying. 
He  had  on  more  than  one  occasion  such  enlargement  of  the  liver  that  it 
hung  below  his  navel,  and  was  easily  visible  as  a  swelling  when  he  lay  on 
his  back  in  bed.  I  had  had  him  under  observation  for  many  years.  He 
had  nodes  on  almost  all  his  long  bones  ;  and  his  mother,  and  several  of 
his  brothers  and  sisters,  had  suffered  most  severely  from  syphilis.  At 
length  he  died.  At  the  post-mortem  the  liver  was  found  natural,  and, 
excepting  some  patches  of  slight  thickening  of  the  capsule,  showed  no 
changes.  ...  It  seems  clear,  however,  that  among  the  unexpected 
incidents  of  constitutional  syphilis  we  meet  occasionally  with  general  en- 
largement of  such  viscera  as  the  spleen  and  liver,  independent  of  any  of 
tlie  conditions  of  new  growth,  and  which  we  recognize  as  specific  and 
capable  of  spontaneous  resolution." 

The  following  case  was  apparently  an  example  of  this  condition  : — 

B.  B.,  aged  twelve,  was  admitted  to  the  London  Hospital  on  October 
26,  1876,  suffering  from  enlargement  of  the  liver. 

Previous  History  He  has  always  been  delicate.    Four  years  ago  he 

was  laid  up  for  some  weeks  with  "  gatherings"  in  various  parts  of  his 
body.  A  cicatrix,  the  result  of  one  of  these  abscesses,  is  to  be  seen  in 
the  left  groin.  Tlie  enlargement  of  the  liver  lias  been  noticed  for  several 
months,  and  remains  stationary. 

Family  History  Tlis  motlier  is  dead.    His  father  is  a  dissipated, 

drunken  fellow.  He  had  one  brother  and  one  sister ;  they  both  died 
young. 

Condition  on  Admission  He  is  small  for  liis  .age.    The  forehead  is 

square ;  tlie  nose  shrunken  ;  the  teeth  somewhat  peg-shaped.  The  nose 
used  to  be  sore,  and  it  "  mattered"  for  a  long  time.  There  is  a  small 
cicatrix  at  the  left  angle  of  the  mouth.  The  cornea?  are  clear.  There  are 
no  nodes.  He  is  thin  and  pale ;  the  tongue  is  clean  ;  the  appetite  good. 
The  abdomen  is  very  large-looking  in  its  up|)er  half.  On  palpation  the 
swelling  is  found  to  be  due  to  an  enlargement  of  the  liver.    The  inferior 

['  Medical  Times  and  Gazette,  December  22,  1877.] 
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border  is  sharp  and  well  defined  ;  it  reaches  the  umbiliens.  Superiorly 
the  liver  diilness  extends  as  liigii  as  the  fourth  rib.  To  the  left  it  can  be 
traced  to  a  point  drawn  downwards  in  tiie  line  of  the  left  ni|)ple.  The 
surface  is  quite  smooth  ;  the  organ  seems  uniformly  enlarged,  and  can  be 
freely  handled  without  causing  any  uneasiness.  The  spleen  is  also  en- 
larged ;  its  anterior  border  can  be  grasped  between  tlie  finger  and  tliumb 
Avhen  pressure  is  made  with  tlie  other  hand  from  behind.  The  blood  is 
quite  normal.    The  other  organs  are  healtiiy. 

Tlie  treatment  consisted  in  the  application  of  the  tincture  of  iodine  and 
of  the  biniodide  of  mercury  ointment  externally;  the  administration  of  the 
syrup  of  the  iodide  of  iron,  iodide  of  potassium,  and  cod-liver  oil  internally, 
togethei"  with  a  generous  diet. 

Progress  of  the  Case — The  patient's  general  condition  quickly  im- 
proved. The  enlargement  of  the  liver  decreased  somewliat ;  at  the  time 
of  his  discharge  (December  28,  1876)  the  inferior  border  was  an  inch 
above  the  umbilicus.  The  lad  has  been  under  ob.^ervation  since  his  dis- 
charge. The  liver  enlargement  still  continues,  but  is  less  than  at  the 
time  of  liis  discharge. 

Mr.  Hutchinson  was  at  first  doubtful  whether  the  liver  and  splenic  en- 
largement might  not  be  "  waxy."  The  healthy  condition  of  the  urine, 
the  absence  of  diarrhoea,  and  the  improvement  under  treatment,  were 
against  this  supposition.  The  evidence  of  hereditary  syphilis  was  not, 
perhaps,  so  strong  as  it  might  have  been  j  still  it  was  sufficient  to  justify 
the  diagnosis.] 
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CHAPTER  XII. 

SYPHILITIC  LESIONS  OF  THE  DIGESTIVE  CANAL  AND  OF  THE 
RESPIRATORY  APPARATUS. 

(Esophagus — Giimmata,  ulcerations  and  stricture — Guramata  and  ulcers  of  the 
stomach — Sypliilitic  ulcers  and  stricture  of  the  anus  and  rectum — Syphilitic 
lesions  of  the  larynx,  trachea,  and  bronchi — Syphilis  of  lung — Gummata — 
Lesions  of  the  lungs  in  congenital  syi)hilis. 

Syphilis  of  the  Digestive  Canal. — Tertiary  syphilides  and  gum- 
mata of  the  different  regions  of  the  mouth  and  pharynx  have  previ- 
ously been  described.  The  oesophagus,  intestines,  and  rectum  may  be 
affected  with  tertiary  syphilis. 

The  oesophagus  is  a  passage  for  the  rapid  transit  of  food,  and  its 
pathology  is  not  extensive ;  it  is  very  seldom  the  seat  of  syphilis. 
There  are,  however,  some  undoubted  cases  of  a  syphilitic  nature  re- 
ported, as  that  by  Follin,  in  which  the  patient  suffered  with  dysphagia 
from  stricture  of  the  oesophagus,  and  who  recovered  under  internal 
anti-syphilitic  treatment  alone.  Virchow  reports  an  autopsy,  in 
which  there  were,  besides  a  contracting  ulcer,  gummous  tumors  in  a 
state  of  yellow,  fatty  metamorphosis,  giving  origin  to  the  ulceration.^ 
West  found  at  the  autopsy  of  a  syphilitic  woman,  a  dilatation  of  the 
superior  part  of  the  oesophagus  below  which  the  tube  was  very  narrow 
and  its  walls  indui'ated. 

[The  grounds  which  West  gives  for  considering  the  above  case  as 
of  syphilitic  origin,  are  as  follows:  "The  fact  of  stricture  of  the 
oesophagus  in  this  case  was  perfectly  patent,  and  it  remains  to  con- 
sider whether  any  course,  other  than  that  to  which  I  have  referred  it, 
can  have  produced  this  lesion.  Certainly,  no  positive  proof  of  the 
primary  sore  can  be  advanced,  but  the  secondary  symptoms  extend- 
ing over  a  long  series  of  years,  are  distinctly  marked ;  and  in  how 
very  many  cases  do  we  find  persons  in  the  class  of  life  of  this  girl, 
denying  that  they  have  ever  had  sores,  when  their  effects  are  but  too 

'  This  case  of  gummata  of  the  ojsophagus,  reported  by  Virchow,  without  histo- 
logical details,  is  tlie  only  one  we  know  of. 
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plainly  visible  in  the  scarred  skin,  the  ulcerated  throat,  and  the 
carious  ossa  frontis  and  tibia  of  the  sufferer.  Such  a  sore,  no  doubt, 
existed  at  some  period  of  her  career,  and  its  probable  site  was  mani- 
fested in  the  post-mortem  examination,  by  a  cicatrix,  near  the  lower 
part  of  the  vagina.  We  have  no  account  of  the  swallowing  of  any 
caustic  or  irritating  fluid,  so  that  we  cannot  attribute  the  stricture  to 
that  cause.  But  we  find  a  patient  gradually  exhibiting  the  symptoms 
of  well-marked  syphilitic  cachexia,  and  also  experiencing  frequent 
ulceration  of  the  fauces  and  pharynx.  At  first,  slight  dysphagia 
alone  led  to  the  suspicion  that  there  was  narrowing  of  the  oesophageal 
canal ;  but,  with  its  persistence  and  tendency  to  become  worse,  the 
suspicion  became  augmented,  until  at  last,  all  doubt  was  removed,  on 

an  attempt  being  made  to  pass  a  small-sized  bougie  

The  presence  of  numerous  recent  cicatrices  clearly  indicated  that 
ulceration  had  existed  in  the  walls  of  the  oesophagus.  The  deposit 
in  the  submucous  tissue  was  fibrous  ;  it  was  exactly  similar  in  nature 
to  that  which  is  so  well  described  by  Dr.  Wilks  as  charactei'istic  of 
syphilitic  ulceration,  and  could  not,  under  any  supposition,  be  referred 
either  to  cancerous  or  tuberculous  degeneration." 

"  The  description  referred  to,  Avhich  Dr.  Wilks  has  given  of  syph- 
ilitic ulcer,  .is  as  follows :  '  When  a  syphilitic  ulcer  is  examined 
after  death,  it  may  generally,  I  think,  be  told  ....  by  the 
adventitious  fibrous  deposit  or  lymph,  which  is  formed  in  the  tissue ; 
and  thus,  besides  the  ulceration,  you  find  the  adjacent  parts  much 
thickened  and  indurated.' 

"  A  case  of  syphilitic  stricture  of  the  oesophagus  has  been  placed 
on  record  by  Dr.  Maury,  of  Philadelphia,  in  which  recourse  was  had 
to  gastrotomy,  after  it  had  become  impossible  for  the  smallest  quan- 
tity of  food,  solid  or  liquid,  to  enter  the  stomach,  and  the  finest 
bougie  could  not  be  got  through  the  constricted  portion  of  the  tube. 
Before  the  operation,  the  patient  had  been  kept  alive  for  several 
weeks  by  the  aid  of  nutritive  enemata,  and  was  reduced,  of  course,  to 
a  state  of  extx-eme  emaciation.  He  died  of  exhaustion  fourteen  hours 
after  the  performance  of  the  operation.  The  post-mortem  examina- 
tion displayed  a  very  tight  stricture,  free  from  all  evidence  of  can- 
cerous disease  :  it  was  situated  just  above  the  cardiac  orifice.  The 
patient's  syphilitic  antecedents  in  this  case  wei'e  unequivocal,  and 
Dr.  Maury  had  not  the  least  doubt  that  the  lesion  was  of  this  nature."'] 

['  Pathology  of  the  CEsophagus,  hy  John  F.  Knott.] 
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Gunimata  of  the  ocsopliagus  cannot  be  compared,  in  regard  to  their 
frequency,  with  tliose  of  the  pharynx  or  liver.  When  simply  more 
or  less  distinct  cicatrices  are  met  with,  or  a  flat  ulcer,  as  in  another 
case  of  Virchow's,  or  a  stricture  consecutive  to  cicatricial  fibrous 
bands,  or  a  stricture  above  which  there  is  an  ampullar  dilatation,  we 
should  be  certain  that  they  are  not  due  to  some  inflammatory  or  acci- 
dental cause,  and  they  should  occur  in  a  person  evidently  syphilitic 
before  we  venture  to  assert  their  connection  with  syphilis. 

Syphilitic  disease  of  the  stomach  is  also  very  infrequent,  and  lesions 
of  this  organ  should  be  carefully  examined  before  being  attributed  to 
a  specific  cause. 

Some  four  years  ago,  during  the  service  of  Woillez,  at  the  Charite, 
I  made  an  autopsy  of  a  woman  who  had  gummata  of  the  liver  and 
stomach.  The  mucous  membrane  of  the  stomach  showed,  along  the 
small  curvature  and  in  the  proximity  of  the  pylorus,  flattened, 
reddish  tumors,  one  five  centimetres  in  diameter,  another  three,  and 
one  two  centimetres  ;  the  mucous  membrane  was  intact,  but  thin  and 
adherent  on  the  surface  of  the  tumors.  Upon  section,  the  thickened 
and  indurated  submucous  connective  tissue  measured  eight  to  twelve 
millimetres,  and  could  be  easily  distinguished  from  the  muscular 
layer  beneath.  The  pylorus  was  contracted ;  the  lymphatic  glands, 
situated  at  the  small  curvature  of  the  stomach,  were  hypertrophied 
and  indurated  ;  there  was  also  found  upon  the  peritoneal  surface  of 
the  stomach  a  white,  hard,  and  radiating  cicatrix.  Upon  microscopic 
examination,  the  glandular  layer  of  the  stomach,  at  the  location  of 
the  small  tumors,  showed  small  villous  or  papillomatous  projections, 
due  to  hypertrophy  of  the  connective  tissue  which  surrounded  the 
glands.  These  latter  were  separated  by  thick  fibrous  connective 
tissue  ;  their  excretory  canal  was  contracted,  sometimes  obliterated 
by  the  connective  tissue  ;  although  the  deep  acini  of  the  glands  were 
nearly  normal,  they  were  seen  at  one  to  one  and  a  half  millimetres 
from  the  surface  of  the  mucous  membrane,  in  the  form  of  agglome- 
rated circular  sections  having  the  normal  diameter  of  the  terminal 
acini  of  the  glands.  Tlie  latter  contained  a  few  cubical  and  small 
epithelial  cells  which  did  not  constitute  a  complete  lining,  but  the 
terminal  dilatations  were,  however,  completely  lined  by  cylindrical 
cells  with  their  large  ends  turned  towards  their  wall,  and  their  small 
ends  towards  the  lumen  of  the  gland  which  contained  a  mucous  fluid. 

The  submucous  connective  tissue,  which  constituted  the  elevation  of 
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the  new  formation,  was  compact,  dense,  felt-like,  and  traversed  by 
vessels  permeable  to  blood.  It  consisted  of  fasciculi  of  connective 
tissue,  between  which  were  numerous  round,  small,  or  oval  embryonal 
cells.    These  cells  were  at  times  collected  in  small  islands. 

The  much-thickened  muscular  layers  of  the  stomach  were  com- 
posed of  fasciculi  of  smooth  fibres,  separated  by  bands  of  fibrous 
tissue  containing  many  embryonal  cells.  The  sub-peritoneal  connec- 
tive tissue  presented  a  new  formation  of  similar  cells. 

In  this  case  there  were  flat,  reddish  gummata  of  the  stomach, 
situated  beneath  the  glandular  layer  of  the  mucous  membrane,  and 
the  nature  of  which  was  also  confirmed  by  the  presence  of  a  gumma 
in  the  liver. 

The  patient  had  experienced  much  gastric  pain,  and  digestion, 
which  was  at  first  difficult,  afterwards  became  impossible.  She  died 
of  pulmonary  complications,  with  vomiting,  and  with  swelling  of  the 
bronchial  and  lymphatic  glands.  The  change  in  these  structures  will 
be  later  referred  to. 

It  is  very  seldom,  in  the  whole  length  of  the  digestive  canal,  from 
the  oesophagus  to  the  rectum,  that  we  meet  with  the  tertiary  lesions  of 
syphilis  in  the  form  of  true  gummous  tumors,  or  as  prominent  and 
non-ulcerated  new  formations.  Besides  the  cases  that  I  have  observed, 
I  know  only  of  those  reported  by  Klebs,  where  there  were  gummata 
of  the  intestines,  in  one  of  which  they  were  prominent,  and  the  mucous 
membrane  was  intact ;  the  others  were  ulcerated.  The  case  which 
A'^irchow  reports,  in  his  work  on  the  Pathology  of  Tumors,  is  very 
clear  in  regard  to  the  existence  of  syphilitic  ulcerations.  It  occurred 
in  a  woman  treated  in  the  Berlin  Charity  Hospital,  during  a  period 
of  six  years,  for  the  cutaneous  and  osseous  lesions  of  tertiai*y  syphilis ; 
the  bones  of  the  nose  had  disappeared,  and  the  autopsy  showed  gum- 
mata of  the  tibiae,  frontal  and  parietal  bones.  There  existed  exten- 
sive cicatrices  on  the  soft  palate  and  pharynx,  also  an  internal  hemor- 
rhagic pachymeningitis  with  hyperostoses  of  the  bones  of  the  cranium. 
The  rectum  was  the  seat  of  ulcerations,  some  coVered  with  recent 
diphtheric  membrane,  others  having  cicatrized ;  in  the  jejunum  Avere 
found  three  large  cicatrices  corresponding  to  scattered  small  white 
tumors  upon  the  serous  membrane  ;  in  the  ileum  were  seen  two  small 
ulcers  which  had  not  produced  caseous  deposits.  The  lungs  and 
jDleurae  presented  lesions  which  will  be  spoken  of  later. 

More  frequently  syphilitic  lesions  of  the  stomach  and  intestines,  as 
observed  after  death,  consist  only  of  ulcers  or  fibrous  cicatrices. 
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Ulcers  of  the  stomach  have  been  reported  and  connected  with 
sj-^philis  during  the  last  few  years  by  Engel,  Fioupe,  Lancereaux, 
Kaposi,  etc.  But  if  there  be  simply  an  ulcer  or  a  cicatrix  which 
follows  it,  even  if  there  exist  undoubted  syphilitic  antecedents,  it  is 
difficult  to  decide  upon  their  nature.  The  cicatrices  which  follow  a 
simple  ulcer  of  the  stomach  due  to  any  other  cause,  to  bad  food,  or 
to  swallowing  coiTOsive  liquids,  cannot  be  certainly  distinguished  from 
similar  lesions  due  to  syphilis.  It  is  true  that  simple  ulcers  of  the 
stomach  have,  in  certain  cases,  a  characteristic  appearance,  the  loss 
of  substance  presents  a  distinctly  cut  edge,  and  it  is  cone  shape  or 
cut  in  steps,  corresponding  to  a  section  of  the  several  layers  of  the 
stomach  wall ;  but  this  arrangement  is  not  always  found,  and  these 
ulcers  23resent  numerous  variations.  Pathological  anatomy,  which 
permits  us  to  positively  distinguish  the  ulcers  due  to  tumors,  epithe- 
lioma, carcinoma,  lymphoma,  etc.,  does  not  give  us  certain  information 
touching  the  anatomical  diagnosis  between  simple  ulcer  and  syphilitic 
ulcer,  when  the  gummous  neoplasm  has  disappeared  by  ulceration. 

This  anatomical  diagnosis  is  yet  more  difficult  in  the  mucous  mem- 
brane of  the  large  and  small  intestines,  since  here  syphilitic  ulcera- 
tion is  liable  to  be  confounded  with  tuberculous  ulcei's,  with  the 
cicatrices  of  typhoid  fever,  with  the  ulcers  of  dysentery,. and  with 
any  tumor — cancerous,  leucaemic,  etc. — that  may  ulcerate. 

It  should  not  be  forgotten  that  pulmonary  phthisis  and  tuberculosis 
of  the  intestine  very  frequently  accompany  syphilis,  and  that  ulcera- 
tions connected  with  an  amyloid  state  of  the  intestinal  vessels  may 
be  the  consequence  of  prolonged  syphilitic  suppuration. 

It  is  necessary,  in  each  particular  case,  to  make  a  careful  diiferen- 
tial  anatomical  diagnosis,  and  even  then  syphilis  cannot  be  positively 
affirmed  if  there  be  not  a  gummous  new  formation. 

It  is  unnecessary  to  add  that  syphilitic  ulcers  of  the  stomach  and 
intestines  do  not  present  any  special  symptom  by  which  their  nature 
may  be  recognized  during  life. 

Anti-syphilitic  treatment  seems  to  have  succeeded  in  some  cases  of 
gastric  and  intestinal  troubles  that  have  been  referred  to  syphilis. 

The  difficulties  that  have  been  mentioned  in  regard  to  the  diagnosis 
of  syphilitic  ulcers  of  the  stomach  and  intestines  ai-e  also  applicable 
to  the  ulcers  occurring  at  the  inferior  part  of  the  rectum.  Here  they 
are  always  accompanied  witli  narrowing,  and  are  generally  designated 
as  syphilitic  strictures  of  the  rectum. 

The  nature  of  these  ulcerations  ia  as  yet  not  universally  agreed  upon. 
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Gosselin,  who  has  given  an  excellent  description  of  them,  attributes 
them  to  an  inflammation  of  the  rectum  provoked  by  the  presence  of 
chancres  in  the  anus  ;  he  does  not  consider  them  of  a  syphilitic  nature. 
Lancereaux  and  Leudet  regard  them  as  not  having  any  direct  connec- 
tion with  syphilis,  but  believe  that  they  may  occur  secondary  to  any 
venereal  lesion  of  the  vulva  and  anus  (vulvitis,  mucous  patches, erosions, 
etc.).  Despr^s  looks  upon  them  as  a  consequence  of  phagedenic  chan- 
cres and  mucous  patches  of  this  region.  The  fact  that  they  are  met 
with  almost  exclusively  in  women,  and  that  anti-syphilitic  treatment 
has  no  effect  upon  these  ulcers  and  strictures,  testifies  against  their 
syphilitic  nature.  According  to  Virchow,  it  is  impossible,  by  the  ex- 
amination of  a  portion  of  these  ulcers  and  of  strictures  of  the  rectum, 
to  decide  whether  they  are  the  result  of  syphilis  or  of  chronic  dysen- 
tery ;  the  location  only  may  furnish  positive  information,  for  syphi- 
litic ulcers  are  found  at  or  near  the  anus  or  in  the  rectal  ampulla, 
while  dysenteric  ulcers  frequently  exist  along  the  entire  large  intes- 
tine. It  may  be  added  that,  although  venereal  ulcers  of  the  rectum 
are  always  accompanied  with  stricture,  it  is  not  the  case  with  those 
of  dysentery  ;  the  latter  may  even  cause  a  dilatation  of  the  rectum 
with  rigid  thickening  of  its  walls.  Gu^rin,  Verneuil,  and  Panas 
regard  the  former  as  undoubtedly  syphilitic.  Fournier  does  not  hesi- 
tate to  connect  them  Avith  syphilis,  and  describes  them  under  the 
name  of  ano-rectal  syphiloma.  MoUi^re  and  JuUien  also  regard 
them  as  being  syphilitic.    (See  page  83.) 

Although  it  may  be  very  difficult,  if  not  impossible,  to  determine 
whether  these  ulcers  are  simply  primary  venereal  lesions  or  syphi- 
litic lesions  of  the  secondary  period,  or  gummata,  there  is  no  doubt 
that  they  frequently  occur  in  syphilitic  women. 

The  ulceration  accompanied  with  stricture  is  situated  in  the  lower 
half  of  the  rectum,  about  five  to  six  centimetres  from  the  anus, 
seldom  nine  or  more  centimetres  high  (five  times  in  fifty-eight  cases, 
Perret).  Sometimes  it  extends  to  the  skin  of  the  buttocks  around 
the  anus.  The  ulcer  presents  a  red  surface,  covered  with  a  thick 
muco-pus  ;  the  constitvient  parts  of  the  mucous  membrane,  the  glands, 
and  epithelial  covering  have  disappeared,  and  are  replaced  by  a 
granulating  embryonic  tissue.  According  to  Malassez,  the  most 
constricted  and  least  dilatable  part  is  not,  as  generally  described,  a 
cicatricial  tissue,  but  a  tissue  exactly  similar  to  that  of  granulations, 
consisting  of  young  elements,  and  but  slightly  resisting.  He  also 
describes  the  inferior  and  older  parts  as  made  up  of  fibrous  fasciculi 
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of  new  formation,  surrounded  by  embryonal  cells  as  in  cicatrices. 
The  fasciculi  of  the  muscular  layer  are  separated  by  these  cells  infil- 
trated between  them ;  there  are  even  collections  of  round  cells  which 
form  miliary  abscesses,  the  latter  giving  origin  to  fistulse. 
,  In  exceptional  cases  the  stricture  may  extend  quite  high,  and  is 
often  complicated  with  fistulaj. 

There  are  few  affections  in  which  the  lesions  are  as  painful,  as 
long  continued,  and  at  times  as  serious,  as  they  are  in  this  disease. 
The  symptoms  of  syphilitic  stricture  of  the  rectum  do  not  differ  from 
those  of  stricture  of  the  rectum  in  general.  During  my  service  of 
three  years  in  the  Lourcine  Hospital,  I  have  only  met  with  two  cases. 
These  occurred  in  women  who  had  had  a  series  of  syphilitic  mani- 
festations. In  one  of  the  patients  the  stricture  was  so  extensive  that 
there  was  almost  complete  retention  of  the  faeces,  and  it  was  with  diffi- 
culty that  a  urethral  sound  could  be  passed  through  it.  The  patient 
had  a  passage  from  the  bowels  only  every  five  days  or  at  longer 
intervals,  and  the  region  of  the  anus  was  riddled  with  fistulse.  In 
the  majority  of  cases  the  surgeon  is  as  powerless  as  the  physician, 
and  the  patient  dies  from  stercoi'aceous  retention  or  from  peritonitis. 

Treatment  by  mercurials  and  iodine  has  no  effect  whatever  upon 
the  strictures. 

Syphilis  of  the  Respiratory  Apparatus. — The  larynx  is  un- 
doubtedly the  part  of  the  respiratory  tract  most  frequently  attacked 
by  syphilis,  and'  particularly  by  tertiary  syphilis.  The  most  fre- 
quent seat  is  the  epiglottis.  By  laryngoscopic  examination,  the  evo- 
lution of  gummata  of  this  organ  can  be  followed.  They  begin  by 
one  or  several  small  tumors  beneath  the  mucous  membrane,  which 
open  and  present  thick  and  undermined  edges,  the  ulceration  subse- 
quently extending  deeper,  and  often  accompanied  with  perichondritis. 
These  gummata  are  generally  not  hard  and  indurated,  but,  according 
to  Virchow,  consist  of  a  soft,  whitish,  medullary  tissue,  very  rich  in 
embryonal  cells.  The  vocal  cords  and  interior  of  the  larynx  are  also 
frequently  ulcerated,  the  mucous  membrane  covering  them  is  de- 
stroyed, and  its  connective  tissue  infiltrated  with  embryonal  cells. 

[It  is  asserted^  that  there  is  a  peculiar  serrated  appearance  of  these 
ulcerations,  when  present  upon  the  epiglottis,  due  to  the  histological 
structure  of  this  organ.    In  the  normal  condition  the  glands  of  the 
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mucous  membrane  of  the  epiglottis  are  found  to  penetrate  its  carti- 
lage, so  that  the  ulcerative  process  of  the  disease,  during  its  course, 
first  destroys  the  softer  tissues,  thus  leaving  a  honeycombed  or  ir- 
regularly serrated  edge,  formed  by  the  more  dense  cartilaginous 
tissue.  The  same  process  takes  place  in  tuberculous  ulceration,  with 
some  slight  modification.  True  tuberculous  ulcers  are,  however, 
very  seldom  met  with  on  the  epiglottis.  As  a  distinguishing  point 
between  laryngeal  ulcers  due  to  syphilis  and  those  due  to  tubercu- 
losis, it  may  be  mentioned  that  the  former  are  generally  more  or  less 
symmetrical  both  as  to  position  and  shape,  while  the  latter,  the  tuber- 
culous, are  more  frequently  unilateral.] 

The  anatomical  changes  of  these  deep  ulcerations  and  inflammations 
are  the  same  as  those  occurring  in  tuberculous  laryngeal  ulcerations, 
that  is,  oedema  of  the  glottis,  perichondritis,  partial  necrosis  of  the 
cartilages,  abscesses  and  suppuration  in  the  neck,  cutaneous  fistulte, 
etc.  When  the  disease  is  not  so  extended,  but  is  limited  to  granulating 
ulcerations  of  the  inflamed  connective  tissue  of  the  mucous  membrane, 
there  are  formed  papillary  vegetations  and  small  irregular  polypi. 

If  the  patient  recovers  under  appropriate  treatment,  there  is  danger 
of  having  cicatricial,  contractions  of  the  raucous  membrane,  deviation 
of  the  epiglottis,  or  a  laryngeal  stricture. 

Syphilis  may  then  be  symptomatically  diagnosed  by  the  signs  of 
chronic  laryngitis,  the  hoarseness,  aphonia,  fits  of  coughing,  and  pa- 
roxysms of  suffocation.  The  latter  are  at  times  so  intense,  sudden, 
and  grave,  that  recourse  to  tracheotomy  is  necessary. 

[The  larynx  may  be  invaded  during  the  earliest  stages  of  syphilis, 
which,  beginning  in  the  pharynx  or  on  the  epiglottis,  may  aff'ect  any 
portion  of  its  cavity  :  According  to  Klemm,^  this  form  of  syphilitic 
disease  is  not  so  rare  as  is  usually  supposed.  But  the  symptoms, 
especially  at  first,  are  so  slight  as  easily  to  escape  notice.  In  the 
earlier  stage  the  epiglottis  is  reddened,  swollen,  and  beset  around  the 
edge  with  small  ulcers,  the  borders  of  which  are  sharply  defined,  and 
whose  surface  is  covered  with  a  dirty  coating.  Already,  even  in  this 
stage,  this  affection  resists  treatment.  Of  the  severer  forms  two  are 
to  be  distinguished :  first,  the  hypertropMc  or  chronic  inflammatory 
form,  in  which  the  epiglottis,  or  a  part  of  it,  is  changed  to  a  thick, 
firm  lump,  which  may  be  confounded  with  acute  non-syphilitic  pro- 

['  Centralblatt  f.  Cliirurgie,  1878,  p.  386.  Philadelphia  Medical  Times,  Aug. 
31,  1878.] 


,  SYPHILIS   OF  TUB  LARYNX. 


381 


cesses ;  second,  the  ulcerative  form.  This  latter  is  more  frequent. 
Here  we  find  deep  ulcers  on  the  epiglottis,  with  thick,  protuberant 
borders.  Beginning  usually  at  the  edge,  they  consume  a  portion 
irregularly,  and  may  eat  away  the  whole  epiglottis.  The  process 
may  last  for  years,  may  involve  the  glottis,  and  lead  to  stenosis  of 
the  latter.  At  this  point,  however,  infiltration  and  swelling  are  often 
found  without  ulceration,  which  is  important  in  the  diagnosis  between 
this  form  of  disease  and  tuberculosis.  In  the  course  of  time,  in  syph- 
ilitic cases,  certain  characteristic  crumplings  and  contractions  form  in 
the  epiglottis.  Pain  on  SAvallowing  is  among  the  most  noteworthy 
symptoms.  Painfulness  to  the  touch,  however,  is  not  noticed.  In 
this  respect  the  syphilitic  disease  differs  from  the  tuberculous  affec- 
tion, where  the  epiglottis  is  very  sensitive  to  the  touch.  Syphilis  of 
the  epiglottis  appears  only  some  years  after  the  initial  lesion.  It 
seems  to  occur  more  frequently  among  women  than  among  men. 
It  is  remarkable  that  in  these  cases,  even  where  the  entire  epiglottis 
has  been  lost,  the  patient  can  swallow  without  difficulty,  and  experi- 
ences no  particular  irritability  of  the  glottis.  Carcinoma  and  tuber- 
culosis are  alone  to  be  distinguished  from  syphilis  of  the  epiglottis, 
and  here  outside  manifestations,  history,  etc.,  come  into  play,  as  local 
differences  often  cannot  be  made  out.  Treatment  is  both  local  and 
general.  The  disease  is  apt  to  be  chronic.  Klemm  gives  notes  of 
seven  cases. 

Mr.  Whistler,^  as  a  result  of  observations  made  upon  eighty-eight 
cases,  groups  the  lesions  found  in  syphilis  of  the  larynx,  as  follows:  — 

1.  Catarrhal  congestions,  simulating  those  arising  from  ordinary 
causes. 

2.  Congestions  accompanied  by  diffuse  redness  and  swelling. 

3.  Mucous  patches  of  various  types. 

4.  More  chronic  inflammation  with  redness,  thickening,  and  ulce- 
ration. 

The  catarrhal  congestions  are,  for  the  most  part,  superficial  in 
character,  and  occur  during  the  period  of  general  eruptions,  that  is, 
during  the  first  two  years.  Increased  redness  is  their  chief  feature. 
This  color  varies  in  intensity  and  in  tone.  It  is  bright-red  when 
acute,  more  dusky  when  chronic,  but  it  certainly  has  not  a  coppery 
hue.  From  being  unequally  distributed  it  gives  to  the  membrane  a 
mottled  appearance.    The  epiglottis  is  redder  than  usual.    The  mu- 


['  Medical  Times  and  Gazette,  Sept.  21at-28th,  1878.] 
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cous  membrane  is  no  longei*  so  transparent,  and  the  yellowish  hue  of 
the  noi-mal  epiglottis  is  lost,  while  tortuous  vessels  are  seen  running 
over  its  surface.  In  some  cases  the  vocal  cords  are  chiefly  affected. 
Sometimes  they  are  pinkish  and  dingy-looking,  at  others  deeper-red 
and  dry.  They  may  be  merely  streaked  with  a  few  red  lines,  or  the 
mucous  membrane  is  occasionally  eroded.  With  this,  there  is  a  want 
of  proper  tension,  with  defective  approximation,  and  this  leads  to 
alteration  of  voice.  All  that  these  patients  suffer  from,  as  a  rule,  is 
hoarseness.  Occasionally  one  meets  with  intense  redness  of  the  in- 
terior of  the  larynx,  with  swelling  of  the  ventricular  bands  and  ary- 
tenoids, accompanied  by  pain  and  cough.  When  such  complications 
arise,  they  are  generally  due  to  some  cause  other  than-  the  syphilitic 
poison,  such  as,  for  instance,  either  cold,  or  excesses  in  drinking  or 
smoking,  or  constant  use  of  the  voice.  Mr.  Whistler  has  seen  many  such 
cases  ;  they  resembled  the  acute  catarrhs,  and  were  relieved  by  some- 
what the  same  measures.  Confinement  to  a  warm  room,  the  inhalation 
of  vapor  medicated  with  benzoin  and  tincture  of  tolu,  at  intervals  of 
two  or  three  hours,  will  reduce  any  urgent  symptoms  moi-e  quickly 
than  mercury  would  do  without  these  aids.  They  should,  therefore, 
be  always  added  to  the  constitutional  treatment  in  all  such  cases,  for 
it  is  more  than  ever  important  that  laryngeal  inflammation  be  reduced 
as  quickly  as  possible  when  it  occurs  in  a  syphilitic  person.  ■ 

In  the  second  class  of  cases,  the  redness  is  equally  diffused  over 
the  affected  surface,  like  an  erysipelatous  blush  or  an  erythema.  No 
small  vessels  are  seen  running  over  the  surface.  Together  with  this, 
there  is  swelling ;  or  maybe  puffiness  would  better  express  the  con- 
dition, as  though  there  were  a  slight  amount  of  oedema  associated 
with  it.  This  is  most  striking  on  the  epiglottis.  Its  edges  are 
rounded  and  cord-like,  instead  of  being  thin  and  sharply  defined. 
From  this  it  has  a  peculiar  fleshy  look  Avhen  contrasted  with  the 
delicate  tint  of  the  normal  epiglottis.  Sometimes  this  redness  extends 
over  the  whole  mucous  surface  of.  the  larynx.  When,  on  the  other 
hand,  it  is  limited  to  certain  parts — and  this  is  more  apt  to  be  the 
case — the  line  of  separation  is  well  defined.  The  color  in  the  earliest 
stages  is  rosy  and  somewhat  opalescent-looking,  gradually  shading 
into  a  deeper-red.  The  intensity  of  the  color  may  vary  in  different 
parts.  In  some  cases  it  is  somewhat  patchy  or  spotted,  like  the  con- 
dition spoken  of  already  as  laryngeal  roseola. 

The  essential  points  which,  according  to  Whistler,  distinguish  these 
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syphilitic  catarrhs  from  others  associated  with  diffuse  redness  and 
swelling,  are  these — 

1.  The  redness  is  often  more  limited  in  its  distribution,  and  it  is 
not  so  bright.  It  is  often  rosy  in  the  earlier  stages,  becoming  darker 
in  cases  of  longer  standing.  It  is  not  vivid  unless  accidentally  in- 
flamed. 

2.  They  are  accompanied  by  general  puffiness  instead  of  great 
swelling. 

3.  There  are  no  very  acute  subjective  symptoms. 

But  none  of  these  signs  or  symptoms  will  justify  you  in  absolutely 
pronouncing  the  case  syphilitic,  if  they  ai"e  the  only  ones  you  have 
to  go  by.  The  history  of  the  case  and  the  other  constitutional  mani- 
festations will  usually  guide  you  to  a  correct  diagnosis. 

The  mucous  patches  of  the  third  class  are  often  opalescent,  slightly 
elevated,  the  size  of  a  large  pin's  head,  looking  like  a  nitrate  of  silver 
stain,  and  often  situated  on  the  epiglottis  and  the  arytenoidean 
folds. 

In  other  cases  they  are  more  markedly  papular,  vegetative,  or 
ulcerated.  Though  differing  from  each  other  in  various  ways,  they 
possess  one  common  characteristic  which  is,  that  they  are  all  primarily 
more  or  less  papular.  This  seems  to  distinguish  them  from  super- 
ficial ulcers  or  lesions  associated  with  ordinary  catarrhs.  When  they 
ulcerate,  the  ulcers  are  more  regular  in  outline.  They  are  more 
distinctly  circular  and  isolated  than  those  associated  with  ordinary 
catarrhal  laryngitis,  which  have  more  the  type  of  general  erosion 
with  no  well-marked  outline. 

The  form  of  laryngeal  affection  belonging  to  this  class  which 
"Whistler,  Mackenzie,  Gerhard,  and  Roth,  Vogler,  Tiirck,  Czermak, 
Seidel,  and  Despr^s,  describe  as  condylomata,  are  not  admitted  as 
such  by  Waldenburg,  Isambert,  Lewin,  Fraikel,  and  others.  Very 
recently  Dr.  Semou  states,^  that  his  experiences  with  regard  to  this 
question  are  entirely  negative,  and  that  in  a  large  number  of  cases 
of  early  syphilitic  laryngeal  affections  which  he  has  seen,  he  has 
never  been  able,  though  paying  special  attention  to  the  affection 
under  consideration,  to  detect  any  projection  or  new  formation  to 
which,  judging  from  the  appearance  of  analogous  tumors,  seen  on 
other  mucous  membranes  or  on  the  skin,  he  would  be  inclined  to  give 
the  name  "condylomata." 


['  The  Lancet,  April  8,  1882.] 
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He  considers  the  question  as  not  yet  ripe  for  decifjion. 

Gougenheim  finds,'  in  the  earlier  stages,  ulcerative  erosions  seated 
on  infiltrated  surfaces,  or,  more  rarely,  on  circumscribed  papules, 
and  occasionally  pin-head  sized  whitish  bodies  supposed  to  be  raucous 
patches. 

In  the  fourth  class  you  have  ulcers  appearing  at  a  later  stage  of 
the  disease  ;  deep,  with  ragged  edges,  irregular  in  shape,  multiple, 
suiTOunded  by  inflammatory  thickenings,  and  occasionally,  though 
not  often,  leading  to  perichondritis  and  necrosis  of  the  cartilages. 

Mr.  Whistler  thus  describes^  the  diagnostic  points  which  distin- 
guish this  affection  from  chronic  glandular  and  from  phthisical  laryn- 
gitis :  — 

Chronic  glandular  laryngitis,  although  it  is  associated  with  deep 
redness  and  thickening  of  the  mucous  membrane,  may  be  distin- 
guished by  the  enlarged,  prominent  papillge  on  the  surface  ;  some- 
times there  are  small  follicular  abscesses  containing  rauco-pus  or  pus, 
and  presenting  themselves  as  yellowish-red  or  yellow  eminences. 
These,  at  times,  are  converted  into  follicular  ulcerations.  These 
ufcers,  however,  are  quite  superficial,  and  never  lead  to  the  destruc- 
tive changes  that  are  found  in  syphilis.  Moreover,  this  condition  of 
the  larynx  is  almost  invariably  associated  with  a  similar  affection  of 
the  pharynx. 

It  will  be,  however,  a  far  more  important  question  to  solve,  whether 
the  case  be  one  of  phthisis  or  syphilis. 

In  tubercular  laryngitis  the  congestion  in  the  earlier  stages  is  more 
limited,  so  that,  instead  of  the  dusky  redness  of  syphilis,  there  are 
redness  and  swelling,  and  especially  oedema,  of  the  arytenoids,  or 
redness  of  the  vocal  cords,  while  there  will  be  anaemia  amounting  often 
to  extreme  pallor  in  other  parts.  The  mucous  membrane,  when 
ulcerated,  instead  of  being  dry,  is  bathed  with  purulent  mucus.  In 
both  affections  there  is  thickening,  but  in  phthisis  there  is  a  greater 
tendency  to  softening,  and  the  ulceration  is  more  general.  It  often 
commences  in  the  ventricular  bands.  It  is  formed  of  many  small 
ulcers  running  into  one  another  and  creeping  over  the  surface. 
These  ulcers  secrete  freely,  and  are  paler  in  color  than  the  syphilitic 
ones.  Their  course  is  more  rapid,  and  progressive  destruction 
rather  than  chronicity  serves  also  to  separate  them  from  syphilitic 
ulcers  of  the  larynx. 

['  Centralblatt  fiir  Chirurgie,  1881,  p.  214.] 
[«  The  Lancet,  Nov.  9,  1878.] 
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In  syphilis  the  voice  is  hoarse,  in  phthisis  more  feeble  or  whisper- 
ing ;  in  the  latter  the  concomitant  signs  of  pulmonary  disease  are 
generally,  though  not  invariably,  recognizable. 

Moure  compares^  the  early  stages  of  laryngeal  phthisis  with  second- 
ary syphilis,  and  the  ulcerative  stage  of  laryngeal  phthisis  with 
tertiary  syphilis.  In  the  secondary  period  of  syphilitic  laryngitis  the 
voice  may  be  normal  or  hoarse  ;  in  the  tei'tiai'y  rarely  aphonic,  but 
always  hoarse.  In  early  tuberculosis  the  voice  is  husky,  and  there 
may  sometimes  be  aphonia  ;  in  the  ulcerative  stage  aphonia  is  always 
present.  In  secondary  syphilis  there  is  no  cough  ;  it  is  also  rare  in 
the  tertiary  stage,  but  is  very  frequent  in  the  ulcerative  period  of 
laryngeal  phthisis.  There  is  no  expectoration  in  secondary  syphilis  ; 
but  it  is  present,  and  may  be  blood-stained  and  purulent,  in  the  ter- 
tiary. In  commencing  laryngeal  phthisis  it  is  mucoid,  and  in  the 
ulcerative  period  muco-purulent.  The  pain  is  nocturnal  in  syphilis. 
The  cervical  and  submaxillary  glands  usually  swell  in  syphilis, 
whereas  in  tuberculosis  they  do  not  enlarge,  but  often  atrophy. 
Both  affections  show  hypersemia  of  the  mucous  membrane  ;  in  phthisis 
it  affects  the  arytenoid  region,  and  is  roseate  in  color ;  in  syphilis  it 
affects  the  front  part  or  the  free  edge  of  the  vocal  cords,  and  in  color 
is  dark-red.  The  mucous  patches  of  syphilis  project  above  the  mu- 
cous membrane,  are  depressed  at  their  centres,  and  are  surrounded 
by  inflammatory  redness.  Tuberculous  erosions,  though  gray,  like 
the  mucous  patches,  differ,  in  not  projecting  above  the  level  of  the 
mucous  membrane ;  their  edges  are  confused  and  irregular. 

Gummata  are  apt  to  be  mistaken  for  tubercles,  and  syphilitic  for  tubei'- 
culous  ulceration.  Gummata  are  large  and  yellow,  and  cause  projec- 
tions under  the  mucous  membrane  ;  tubercles  are  gray,  opaline,  and 
small,  and  give  a  granular  appearance  to  the  mucous  membrane.  Gum- 
mata affect  chiefly  the  epiglottis,  the  glottic  portion  of  the  larynx,  and 
the  trachea  ;  tubercles  appear  most  often  on  the  subglottic  portion  of 
the  arytenoid  cartilages.  The  ulcers  in  syphilis  are  solitary  or  few  in 
number,  their  edges  are  hardened  and  cut  perpendicularly  ;  in  tuber- 
culosis they  are  oval  or  round,  with  dentated  edges,  often  covered 
with  fleshy  granulations  or  polypoid  vegetations.  Both  ulcerations 
affect  the  epiglottis,  but  differ  in  their  mode  of  evolution.  In  phthisis 
they  proceed  from  below  upward,  and  from  the  periphery  to  the 
centre  ;  in  syphilis  the  process  is  reversed.  The  affection  can  always 

['  Anhales  des  Maladies  de  I'Oreille  ct  da  Larynx,  Feb.  1880.] 
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be  arrested  in  syphilis  ;  this  is  impossible  in  tuberculosis,  especially 
if  the  ulcerative  stage  has  been  reached. 

Gougenheim^  believes  that  hoarseness  only  occurs  when  the  true 
vocal  cords  are  involved  in  inflammation  or  ulcei-ation,  thinks  this  is 
rare,  and  that,  therefore,  disturbance  of  phonation  is  exceedingly 
uncommon,  and  the  alTection,  in  its  early  stage  at  least,  is  fi*equently 
overlooked. 

In  a  case  reported  by  Dr.  Poore,^  although  the  cough  and  emacia- 
tion gave  an  impression  of  phthisis,  the  diagnosis  was  made  by  the 
appearance  of  the  epiglottis,  which  was  ulcerated,  thickened,  and 
infiltrated,  and  by  the  absence  of  special  pulmonary  disease. 

Iodide  of  potassium,  in  large  doses,  produced  a  rapid  disappear- 
ance of  both  laryngeal  and  lung  symptoms. 

This  ulceration  of  the  epiglottis  is  usually  the  accompaniment  of  a 
still  later  or  tertiary  stage  of  syphilis  than  the  ulceration  just  de- 
scribed, and  which  is  characterized,  by  Whistler,  as  belonging  to  the 
"earlier  and  intermediate  periods." 

Mackenzie  writes:^  The  ulcers  may  form  three  or  four  years  after 
inoculation,  but  they  sometimes  occur  twenty,  thirty,  forty,  and  even 
fifty  years  after  the  date  of  infection  without  the  occurrence  of  inter- 
mediate symptoms,  and  when,  indeed  the  primary  cause  may  have 
even  been  altogether  forgotten.  Their  effect  is  to  produce  great  loss 
of  substance,  and  the  consequent- changes  in  the  form  of  the  epiglottis 
and  other  parts  of  the  larynx  are  very  remarkable.  The  ulcers  may 
form  in  any  region  of  the  larynx,  but  the  epiglottis  is  the  part  most 
frequently  affected — one  of  the  most  common  conditions  consisting  of 
general  thickening  of  the  valve,  with  ulceration  of  the  central  portion 
or  lateral  edge.  The  upper  surface  is  more  often  attacked  than  the 
under  surface.  Under  these  circumstances  great  dysphagia  is  usually 
experienced,  but  when  the  ulcers  are  healed,  swallowing  can  gene- 
rally be  eff"ected  without  trouble,  even  though  nearly  the  whole  of  the 
valve  is  destroyed.  When  the  walls  of  the  pharynx  are  also  ulcer- 
ated, there  is  danger  of  the  edges  of  the  epiglottis  uniting  with 
them.  This  condition  gives  rise  to  one  of  the  most  dangerous 
forms  of  dysphagia,  as  well  as  to  serious  dyspnoea.  The  ulcera- 
tive process  frequently  destroys  the  mucous  and  submucous  tissues 
to  a  very  considerable  extent,  and  sometimes  attacks  the  muscles. 


[>  Op.  cit.] 

Syphilis  of  tlie  Larynx.] 


[■!  The  Lancet,  Jan.  10,  1880.] 
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perichondriam,  and  cartilage.  It  is  often  associated  witli  oedema,  and 
is  also  not  unfVequently  followed  by  the  formation  of  false  excres- 
cences, which  are  most  apt  to  occur  on  the  inter-arytenoid  fold  and 
the  anterior  surface  of  the  posterior  wall  of  the  larynx,  but  are  occa- 
sionally seen  on  the  vocal  cords. 

The  diagnosis  of  tertiary  ulcers  of  the  larynx  from  those  of 
phthisis  and  cancer  may  be  tabulated  as  follows : — 


Syphilis. 
Development     of  ulcer 

auute,  oucxipying  only 

a  few  days. 
Considerable  irregular  in- 

flannnatory,  or  osdema- 

tous  swelling. 

Epiglottis  affected,  if  at 
all,  on  upper  surface. 

Ulcer,  solitary ;  rarely 
more  than  two. 

Proceeds  from  centre  to 
periphery,  or  from 
above  downwards. 

Deep,  round,  or  oval. 

Diameter  of  1  to  centi- 
metres. 

No  cachexia — 

Treatment  usually  highly 
beneficial. 


Phthisis. 

Development  slow ;  fol- 
lows throat  symptoms, 
by  several  months.  • 

Uniform,  pale  swelling, 
looking  like  an  infiltra- 
tion. 

Lower  surface. 

Numerous. 

The  reverse  is  true. 


Generally  round. 
2  or  3  millimetres. 

Phthisical  appearance. 
Treatment  has  but  very 
moderate  effect. 


Cancer. 

Intermediate  in  time  ;  ap- 
pearance of  ulcers  in  a 
few  weeks. 

Nodular  excrescences  and 
acute  inflammation  of 
neighboring  mucous 
membrane. 

No  uniformity. 

Solitary. 

Irregular  in  their  course. 

Irregular  in  shape. 
2  or  3  centimetres. 

Cachexia. 
No  effect. 


Among  the  most  serious  and  alarming  results  of  laryngeal  syphilis 
is  the  gradual  stenosis  which  occurs  as  a  consequence  of  vegetations, 
gummy  tumors,  cicatricial  contraction,  etc.  Krishaber,  who  has 
written  an  elaborate  paper^  upon  this  subject,  arrives  at  the  following 
conclusion : — 

(1)  The  syphilitic  laryngostenoses  show  themselves  at  the  most 
varying  periods  after  infection,  (2)  Their  late  appearance  is  not 
always,  but  frequently  a  proof  of  the  presence  of  an  advanced  stage 
of  syphilis.  (3)  The  lesions  which  produce  laryngeal  contraction  in 
syphilis  are  different,  according  to  the  sudden  or  slow  appearance  of 
respiratory  troubles,  (4)  Sudden  narrowing  is  almost  always  due 
to  oedema,  which  accompanies  the  different  specific  manifestations ; 
slow  narrowing  is  most  frequently  the  consequence  of  a  hypertrophic 

['  Gazette  Hebdomadaire,  187S,  45,  47.  London  Medical  Record,  Jan.  15, 1879.] 
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or  luxuriant  inflammation  ;  sometimes  it  is  due  to  cicatricial  narrowing, 
and  least  frequently  to  the  formation  of  an  osseous  tumor.  (5)  The 
respiratory  accidents  are  the  graver  the  closer  the  lesions  are  found 
to  the  tracheal  region.  Tracheal  lesions  are  most  frequently  fatal. 
(6)  The  slow  form  may  be  complicated  by  oedema,  and  suddenly  take 
an  acute  course.  This  complication  is  infrequent.  (7)  The  acute 
form  may  be  successfully  and  quickly  fought  by  specific  treatment, 
and  surgical  intervention  may  be  avoided  even  in  cases  of  apparently 
imminent  asphyxia.  (8)  The  specific  treatment  must  begin  Avith 
very  high  doses,  and  must  be  continued  in  gradually  diminishing 
intensity,  even  after  the  cessation  of  the  respiratory  troubles,  in  order 
to  avoid  recurrence.  (9)  The  slow  form  gives  way  to  the  treatment 
more  reluctantly  the  more  insidious  and  prolonged  has  been  its  inva- 
sion. (10)  It  is  arrested  sometimes  spontaneously,  and  then  tra- 
cheotomy is  not  called  for;  it  never  undergoes  a  spontaneous  retrogres- 
sive metamorphosis.  (11)  If  there  be,  in  consequence  of  cicatricial 
narrowing,  any  tendency  to  obliteration  of  the  larynx,  this  will  take 
place  whatever  may  be  done ;  the  opening  of  the  air  passages,  and 
the  uninterrupted  wearing  of  the  canula,  are  imperiously  demanded 
in  such  cases.  (1"2)  The  merit  of  mechanical  dilatation  of  the  larynx 
has  not  as  yet  been  determined.  (13)  Syphilitic  vegetations  of  the 
larynx  may  be  destroyed  or  removed  like  other  non-specific  laryngeal 
growths.  (14)  The  differential  diagnosis  between  simple  and  syphi- 
litic vegetations  is  easy,  but  there  are  difficulties  regarding  the  diffe- 
rential diagnosis  of  syphilitic,  tuberculous,  and  carcinomatous  neo- 
plasms. (15)  In  all  forms  of  syphilitic  stenosis  cough  is  rare,  and 
pain  little  marked.  (16)  Conservation  of  the  voice  is  compatible 
with  gravity  of  the  evil.  (17)  Except  in  case  of  growths,  local 
treatment  is  useless.  (18)  In  most  cases  the  choice  of  treatment 
will  be  between  specific  medicine  and  tracheotomy.] 

The  treatment  which  most  frequently  succeeds  in  laryngeal  lesions 
is  the  iodide  treatment,  especially  if  the  disease  be  seen  at  its  begin- 
ning. Cauterizations  with  nitrate  of  silver  or  chromic  acid  (Isam- 
bert)  aid  recovery.  Tracheotomy,  as  a  last  resort  against  the 
paroxysms  of  suffocation  which  threaten  life,  succeeds,  perhaps,  more 
often  than  in  other  aff"ections  Avhere  this  operation  is  indicated. 
According  to  the  statistics  of  pubUshed  cases  collected  by  Tr^hit 
tracheotomy  succeeded  76  times  in  100  cases.  Unfortunately  tlie 
operation  does  not  prevent  a  relapse  or  return  of  the  lesion.  Thorn- 
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son  has  four  times  successfully  performed  tracheotomy  on  an  old  man 
in  the  space  of  four  years. 

[In  conclusion,  we  may  append  the  following  notes  as  to  the  treat- 
ment of  syphilitic  laryngitis,  taken  from  a  review  of  M.  Isambert's 
work  on  that  subject:'  The  general  treatment  should  consist  in  pro- 
tiodide  of  mercury  in  pills  (J  to  ^  gr.  ter  die),  or  bichloride  in  solu- 
tion. Should  the  affection  have  passed  the  secondary  stage,  iodide  of 
potassium  may  be  employed,  or,  in  stubborn  cases,  the  "  mixed  treat- 
ment." Tonics,  iron,  quinine,  etc.,  are  usually  called  for.  The  patient 
should  carefully  avoid  catching  cold,  and  should  also  avoid  the  use 
of  tobacco  and  alcoholic  liquors.  Complete  repose  on  the  part  of  the 
organ  itself  is  absolutely  essential.  The  local  treatment  is  of  great 
importance.  In  the  early  stages,  when  we  have  only  congestion  or 
superficial  ulceration,  insufflations  of  powdered  tannin,  alum,  nitrate 
of  silver,  or,  better  still,  spray  of  carbolic  acid  solution,  or  solutions 
of  alum,  acetic  acid,  sulphate  of  zinc,  etc.  When  the  laryngoscope 
shows  ulceration,  the  local  treatment  should  be  more  precise  and  ener- 
getic, Cauterizations  at  the  seat  of  ulceration  may  be  practised,  by 
means  of  a  small  sponge  moistened  with  tincture  of  iodine,  solution 
of  nitrate  of  silver,  of  sulphate  of  copper,  1  to  30 ;  of  alum,  2  to 
30;  of  sulphate  of  zinc,  1  to  100.  These  substances  are  preferably 
to  be  dissolved  in  pure  glycerine.  The  crayon  of  nitrate  of  silver  or 
sulphate  of  copper  may  also  be  employed.  Experience  has  shown 
that  excessive  inflammation  and  oedema  of  the  glottis  are  not  to  be 
feared  with  this  treatment.  M.  Isambert  has  obtained  excellent  re- 
sults in  rebellious  cases  by  the  use  of  chromic  acid  1  to  8  and  1  to  5, 
which  modifies  the  pathological  tissues  advantageously.  When  necro- 
sis of  the  cartilages  sets  in,  a  practised  surgeon  may  sometimes  suc- 
ceed in  preventing  extension  of  the  injury  by  cauterizing  the  diseased 
points  by  means  of  the  galvanic  cautery.  Dr.  V.  Masson,  in  his 
thesis  (Paris,  1875),  has  given  the  indications  for  tracheotomy  with 
great  exactitude.  The  surgeon  may  be  called  upon  to  perform  this 
operation  on  account  of  asphyxia  from  oedema  of  the  glottis,  gummy 
tumor,  or  vegetations  obliterating  the  air  passages,  abscess,  inflamma- 
tory swelling,  or  obstruction  by  loosened  portions  of  necrosed  car- 
tilage. 

When  asphyxia  comes  on  progressively,  Isambert  recommends  cau- 

['  M.  II.  Duret  in  L'Ann6o  M61.,  No.  10,  1877,  PhilaiU^lpliia  Medical  Timos,  Deo. 
22,  1877.] 
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terizations  by  chromic  acid  (1  to  3),  thus  crisping  the  swollen  tissues, 
giving  access  to  the  air,  and  sometimes  influencing  the  disease  favor- 
ably at  the  same  time.  He  reports  two  cases  cured  in  this  way. 
The  patient  must,  however,  be  carefully  watched,  and  if  relief  is  not 
gained  it  will  be  necessary  to  operate.  When  the  progress  of  asphyxia 
is  sudden,  tracheotomy  is  to  be  performed  at  once,  even  when  the 
patient  is  in  extremis. '\ 

The  trachea  and  larger  Ironclii  present  lesions  analogous  to  those 
met  with  in  the  larynx,  but  they  are  not  so  frequent;  they  are  mostly 
seated  at  the  superior  and  inferior  extremities  of  the  trachea.  As  in 
the  larynx,  the  new  foi-mations  are  formed  of  small  nodules  in  the 
raucous  membrane,  similar  to  the  large  lingual  papillse,  they  ulcerate, 
and  in  healing  cicatricial  bands  of  fibrous  tissue  are  formed,  which 
contract  the  tracheal  tube  transversely,  or  diminish  its  length. 

The  most  authentic  cases  of  this  class  are  those  reported  by  Wor- 
thington,  Moissenet,  Virchow,  Wilks,  and  Lancereaux.  Syphilitic 
lesions  of  the  trachea,  anatomically,  very  closely  resemble  tubercu- 
lous ulcerations;  but  they  differ  at  their  beginning  by  the  natm-e  of 
the  initial  neoplasm,  by  the  formation  of  cicatricial  tissue,  and  by  the 
tendency  to  stenosis  of  the  tracheal  tube. 

The  symptoms  of  syphilitic  trachitis  are  those  of  chronic  trachitis, 
to  which  are  added,  if  there  be  cicatricial  or  inflammatory  contraction, 
dyspnoea,  sufibcation,  whistling,  noisy  and  even  wheezing  respiration. 

The  history  of  syphilis  of  the  lung  is  as  yet  not  well  understood, 
although  it  was  pointed  out  by  the  old  writers  long  before  the  ana- 
tomical and  clinical  discoveries  of  Laennec.  But  when  Morton,  Sauv- 
age,  etc.,  describe  venereal,  i.  e.,  blennorrhagic,  and  syphilitic 
phthisis,  it  simply  means  that  these  diseases  have  had  some  influence 
on  the  causes,  more  or  less  distant,  which  have  determined  phthisis. 
At  the  present  time  we  are  more  particular,  and  it  is  not  enough 
that  syphilis  is  admitted  as  a  predisposing  or  determining  cause  of 
one  of  the  most  common  chronic  diseases,  pulmonary  phthisis,  to 
entitle  the  phthisis  to  be  called  syphilitic.  Again,  it  is  not  enough 
that  pulmonary  tubercles,  or  one  of  the  numerous  anatomical  forms  of 
tuberculosis  of  the  lung,  be  met  with  at  the  autopsy  of  a  subject  hav- 
ing previously  had  or  still  presenting  syphilitic  lesions,  in  order  to 
attribute  the  pulmonary  lesion  to  syphilis.  Indeed,  in  the  Lour- 
cine  Hospital  women  are  often  seen,  who  have  tuberculous  syrap- 
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toms  before  having  had  the  lesions  of  the  beginning  of  syphilis ; 
syphilis  and  tuberculosis  may  exist  at  the  same  time  ;  a  previous 
syphilis  does  not  prevent  phthisis  from  developing  later.  In  order 
that  the  syphilitic  lesions  of  the  lungs  may  correspond  to  the  same 
changes  -which  occur  in  the  other  viscera,  there  should  be  found  in 
them  either  an  inflammation  of  special  character,  affecting  especially 
the  connective  tissue,  chronic  and  sclerosed  in  nature,  or  else  gura- 
mous  new  formations.  The  macroscopic  and  microscopic  anatomy 
should  be  carefully  examined  and  give  characteristic  results;  clinically 
the  course,  seat,  and  dissemination  of  the  morbid  products  should  be 
explained  or  recognized  by  special  symptoms. 

In  collecting  cases  of  pulmonary  syphilis,  those  which  have  not 
been  examined  post  mortem  must  be  omitted,  since  there  may  be  pre- 
sent a  more  or  less  chronic  broncho-pneumonia,  or  a  very  slightly 
confluent  manifestation  of  tubercles  terminating  for  a  time  in  recovery, 
or  any  other  lesion  of  the  bronchi  and  lungs. 

Infantile  syphilis  of  the  lung  is  well  understood,  and  since  the 
works  of  Depaul,  Lorain  and  Robin,  Virchow,  etc.,  it  ia  admitted 
without  question.  I  have  had  the  opportunity  of  examining,  with 
Ranvier,  a  typical  case.  But  as  yet,  for  the  adult  lung,  accui'ate 
information  is  wanting. 

Virchow,  in  his  book  on  constitutional  syphilis,  remains  in  doubt, 
but  in  his  work  on  tumors,  he  is  more  explicit,  although  somewhat 
cautious.  He  does  not  wish  to  deny  all  cases  which  have  been  re- 
ported as  gummata  of  the  lungs.  However,  it  must  be  acknowledged 
that  the  anatomical  diagnosis  of  gumma  of  the  lung  from  the  various 
forms  of  the  tuberculous  lesions  is  very  difficult,  particularly  if  the 
published  reports  are  relied  upon.  During  November,  1861, 1  showed 
to  the  Anatomical  Society  a  specimen  of  lungs  which  presented  two 
small  hard  tumors,  covered  by  a  callous  thickening  of  the  pleura,  by 
an  envelope  of  indurated  lung  tissue,  and  at  their  centre  composed  of 
very  dense  fibrous  nodules,  one  of  the  tumors  being  a  little  softened. 
The  syphilitic  patient  from  whom  these  lungs  were  taken,  had  also 
ulcerative  laryngitis  and  gummata  of  the  testicles.  I  consider  this 
lesion  of  the  lungs  as  syphilitic,  but  must  admit  that  the  anatomical 
appearances  are  doubtful,  since  there  are  frequently  found  at  the 
apices  of  the  lungs  analogous  fibrous  masses,  often  softened  at  their 
centre,  and  which  are  in  no  way  connected  with  syphilis.  Virchow 
reports  the  autopsy  of  a  syphilitic  woman,  in  which  the  pleura  and 
lungs  presented  tumors  varying  in  size  from  a  pea  to  a  walnut,  homo- 
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geneous,  yellow,  denser,  and  more  resisting  than  are  tuberculous  and 
caseous  pneumonic  nodules  of  the  lungs,  but  he  has  found  similar 
lesions  in  tuberculosis.  This  microscropic  examination,  made  in  1862, 
has  not  been  again  repeated  with  the  care  that  the  science  of  to-day 
calls  for. 

In  a  case  reported  by  Maunoir,^  where  syphilis  was  very  evident, 
the  pulmonary  formations,  considered  as  gummata,  were  examined 
by  Malassez,  who  found,  at  their  central  part,  fibrous  tissue  and  de- 
generated small  cells.  External  to  the  fibrous  tissue  arranged  in 
concentric  layers,  there  existed,  in  the  peripheral  portions,  a  zone 
of  proliferating  tissue  with  the  connective-tissue  cells  pressed  to- 
gether and  intact.  The  vessels  were  nearly  all  obliterated,  and 
appeared  as  the  so-called  giant-cells.  This  case  is  very  evidently 
one  of  syphilis,  although  large  fibrous  tubercles  are  met  with  in 
the  lungs,  and  although  vascular  obliteration  occurs  in  tuberculosis 
as  well  as  in  syphilis.  In  another  case  reported  by  Maunoury,^ 
the  history  was  not  obtained ;  the  patient  had  albuminuria  ;  at  the 
autopsy  tumoi's  Avere  found  in  the  liver,  pleura,  and  lungs,  and  were 
considered  to  be  gummata.  but  there  is  no  report  of  a  microscopic 
examination. 

In  another  case  presented  to  the  Anatomical  Society,  by  Ciiffer,  a 
man  treated  by  Gosselin,  for  a  suppurating  gumma  of  the  thigh,  died 
with  a  pulmonary  complication,  characterized  by  pleurisy,  and  by 
nodules  or  masses,  varying  in  size,  situated  at  the  base  of  the  upper, 
and  lower  lobes  of  the  left  lung,  and  in  the  middle  and  lower  lobes  of 
the  right  lung.  The  nodules  appeared  like  the  lobules  of  tlie  lung 
in  their  arrangement,  and  resembled  the  lobules  in  pneumonia  ;  upon 
section  they  were  grayish  in  color,  and  were  somewhat  I'ounded  in 
shape,  but  they  were  whiter  and  harder  than  pneumonic  lobules.  A 
microscopical  examination  was  made  by  Coyne  and  myself;  we  found 
the  external  portion  made  up  of  catarrhal  and  purulent  pneumonia,  but 
in  other  places  were  found  numerous  small,  nucleated  cells,  collected 
together  as  in  syphilitic  gumma.  In  the  same  patient,  there  was  a 
recent,  very  characteristic  gumma  of  the  kidney. 

The  preceding  cases  appear  to  relate  to  gummata  of  the  lungs,  but 
from  their  anatomical  histories,  it  is  certainly  difficult  to  decide  upon 
the  existence  of  gumma  in  these  organs.  Notwithstanding  the  con- 
trary opinion  of  Lancereaux  and  Landrieux,  I  believe  that  the  study  of 
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gimimata  of  the  lung,  from  an  anatomical  and  histological  point,  is  not 
sufficiently  advanced  to  enable  us  positively  to  affirm  their  existence. 

In  new  investigations  upon  this  subject,  it  must  not  be  forgotten 
that  the  lungs  act  towards  tumors  in  a  manner  different  from  most 
other  tissues  and  organs.  When  an  inflammation  or  a  tumor,  sar- 
coma, carcinoma,  etc.,  is  developed  in  the  lung,  the  alveolar  cavities 
of  this  orijan  are  filled  with  the  cells  of  new  formation.  In  a  carci- 
noma  of  the  lung^  the  cells  of  the  neoplasm  are  at  first  only  situated 
in  the  interior  of  the  alveoli.  It  is  the  same  with  acute  pneumonia 
in  Avhich  the  fibro-elastic  tissue  of  the  alveolar  walls  is  not  changed, 
while  the  alveolar  cavities  are  filled  with  cells.  In  tubercular  granu- 
lations of  the  pulmonary  lobule,  the  small  cells  of  the  neoplasm  first 
fill  the  alveoli.  The  alveoli  act  then  as  the  inter-fascicular  spaces  of 
the  connective  tissue.  This  would  indicate  that  it  is  the  same  in 
syphilis,  that  the  alveoli  of  the  lung  are  primarily  filled  with  small 
cells,  and  that  the  new  formation  of  connective  tissue  takes  place  later, 
the  pulmonary  fibrous  framework  of  the  invaded  region  becoming 
thickened  and  forming  a  sac  for  the  gumma.  These  are,  however, 
only  hypotheses. 

It  is  not  at  all  probable  that  the  cicatrices  found  upon  the  surface 
of  the  adult  lungs  are  in  any  way  characteristic  of  syphilis,  since 
they  are  frequently  observed  in  old  persons,  and  their  origin  is  more 
likely  to  have  been  caseous  tubercles,  surrounded  by  fibrous  tissue, 
or  a  localized  interstitial  pneumonia. 

[While  the  relation  of  syphilis  to  pulmonary  disease  is,  as  yet,  like 
its  relation  to  various  nervous  affections,  somewhat  indeterminate, 
there  is  certainly  sufficient  evidence  to  warrant  a  belief  in  the  exist- 
ence of  syphilitic  disease  of  the  lung — although  it  may  be  admitted 
that  we  have  not  learned  iiow  to  distinguish  with  absolute  certainty 
either  the  histological  changes  or  the  clinical  symptoms  which  belong 
to  it. 

Perhaps  the  most  valuable  contributions  to  our  knowledge  of  this 
subject  were  made  during  the  discussion  on  visceral  syphilis,  wliich 
took  place  in  the  London  Pathological  Society  in  1877,  and  the  result 
of  this,  together  with  the  views  of  Fournier,  RoUet,  and  a  few  others, 
include  nearly  everything  trustworthy  as  regards  pulmonary  syphilis 
with  which  we  are  acquainted. 

The  great  frequency  and  extreme  gravity  of  both  syphilis  and 
phthisis  render  the  question  as  to  their  relation  in  the  highest  degree 
important,  so  that,  although  we  believe  after  careful  investigation. 
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that  it  rs  at  present  impossible  to  arrive  at  any  entirely  satisfactory 
conclusion,  it  seems  desirable  to  review  briefly  what  is  certainly 
known  in  regard  to  syphilitic  lung  disease,  and  to  state  the  views  of 
the  most  prominent  writers  on  the  subject. 

There  are,  first, ^  certain  well-authenticated  cases  in  which  a 
gumraous  infiltration  or  growth  in  the  thoracic  wall,  commencing  in 
muscle  or  periosteum,  has  invaded,  first  the  pleura  and  then  the  lung, 
penetrating  to  a  certain  depth  into  its  substance.  (See  p.  408,  Case 
XIV.)  Secondly,  there  are  cases  in  which  there  is  syphilitic  disease 
of  the  larynx  and  trachea,  extending  downwards  along  the  bronchi 
and  their  divisions,  and  then  entering  the  lung,  producing  probably 
more  or  less  affection  of  the  alveolar  structure.  In  this  class  of  cases 
there  is  the  additional  element  of  the  secondary  results,  due  to  narrow- 
ing of  the  bronchi,  imperfect  expansion  of  the  lung,  and  the  retention 
of  bronchial  secretion.  Thirdly,  there  are  well-authenticated  cases 
of  gummata  of  large  size  in  the  lung,  presenting  characters  similar  to 
those  in  other  organs.  Fourthly,  there  is,  the  disease  of  the  lung 
peculiar  to  infancy,  described  by  Virchow  and  F.  Weber  neai'ly 
thirty  years  ago,  and  named  by  them  "  white  hepatization,"  which 
has  been  shown  to  be  of  syphilitic  origin,  and  variously  termed 
"  epithelioma  of  the  lung,"  "  epithelial  induration,"  and  "  syphilitic 
pneumonia,"  by  later  writers.  This  change,  which  is  found  in  newly- 
born  children,  or  during  the  first  few  months  of  exti'a-uterine  life, 
consists  in  a  diffuse  syphilitic  growth  of  highly  vascular  character, 
commencing  in  the  peribronchial  or  perivascular  fibrous  tissue,  and 
thence  invading  the  alveolar  septa,  gradually  obliterating  the  alveoli. 
■There  is  in  these  cases  a  very  remarkable  persistence  of  overgrown 
epithelium  in  the  alveoli. 

We  have,  then,  sufficient  evidence  to  warrant  a  belief  in  the  exist- 
ence of  syphilitic  disease  of  the  lung,  and  there  remain  the  questions 
of  what  other  forms  it  may  assume  in  the  adult,  and  what  are  its 
relations  to  pulmonary  phthisis.  It  has  been  suggested  that  a  form 
analogous  to  the  white  hepatization  of  the  newly-born  might  exist  in 
the  adult.  Bearing  in  mind,  however,  the  structural  difference  be- 
tween the  foetal  or  infantile  lung  and  the  fully-developed  adult  lung, 
we  might  anticipate  that  a  great  difference  would  be  observed  in  the 
process  in  the  two  cases.  In  the  infant  lung,  the  highly  cellular 
character  and  the  ready  reversion  to  the  embryonic  type  of  structure 
would  naturally  lead  to  an  exuberance  of  growth  and  rapid  diffusion 
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of  the  morbid  process,  which  could  not  occur  in  the  more  fibrous  and 
less  cellular  lung  of  the  adult.  Hence  a  slower  growth,  a  more 
fibrous  character,  and  a  more  limited  extent  of  disease  would  prob- 
ably be  found  in  the  adult.  Such,  indeed,  seems  to  be  the  case, 
and  the  majority  of  the  specimens  of  syphilitic  lungs  exhibited  at  the 
Pathological  Society,  in  1877,  appeared  to  come  under  this  class. ^ 

It  appears  fair  to  say  that  syphilis  and  fibroid  diseases  of  the  lung 
have  some  distinct  association  ;  whether  of  cause  and  effect,  or  whether 
simply  as  a  modification  of  ordinary  tubercular  or  catarrhal  processes 
can  hardly  yet  be  determined. 

In  reference  to  this  form  of  fibroid  phthisis,  Dr.  Goodhart,  who  does 
not  believe  that  it  is  possible  to  distinguish  histologically  the  changes 
due  to  tubercle  or  any  other  form  of  growth  from  those  resulting 
from  syphilis,  asserts  that  its  chai'acteristics  are  yet  quite  distinct  to 
the  eye.  He  adds  This  fibroid  disease  of  the  lung  is  a  disease  which 
is  prominently  fibrous,  and  not  tubercular ;  it  shows  no  softening  or 
caseous  change,  nor  alveoli  stuffed  with  catarrhal  cells,  nor  peri- 
bronchial tubercles ;  it  attacks  the  base  or  root  of  the  lung  in  great 
part,  and  not  the  apex  ;  it  is  associated  in  most  cases  with  peculiar 
puckerings  of  the  pleura,  and  it  leads  to  gangrene,  and  not  to  mole- 
cular or  cheesy  changes.  It  differs  from  chronic  pneumonia  and  that 
state  of  solidity  which  ensues  after  contraction  of  the  lung  from  old 
pleurisy,  in  that  it  is  less  evenly  distributed  and  generally  less  widely 
spread  over  the  lobe  than  they  ;  it  is  nodular  rather  than  diff'used, 
and  it  is  symmetrical,  and  not  unilateral.  And  then  it  dififers  from 
miners'  phthisis  in  wanting  the  extreme  amount  of  dilatation  of  the 
tubes,  and  in  possessing  more  solidity  from  greater  growth.  Many 
of  the  patches  of  disease  look,  it  is  true,  not  unlike  red  hepatization 
or  gray  ;  but  they  are  much  more  tough,  generally  less  granular 
looking,  and  often  somewhat  translucent.  It  is  also  usually  associated 
with  syphilitic  lesions  of  other  viscera.  These  are  the  points  which 
make  one  think  that  there  is  a  fibroid  form  of  lung  disease  dependent 
upon  syphilis ;  and,  if  so,  it  is  a  point  of  importance  with  regard  to 
treatment. 

No  one  would  deny,  however,  that  this  fibroid  disease  of  the  lung 
is  quite  different  from  the  other  forms  met  with  in  phthisical  subjects, 
such  as  tubercular  deposits  in  the  apex  of  the  lung,  chronic  catarrhal 
or  pneumonic  phthisis,  and  acute  tuberculosis.    The  point  in  dispute 
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is  whether  the  fibroid  indurations  of  the  lung  found  in  connection 
with  syphilis  differ  in  any  respect  from  fibroid  induration,  originating 
in  otlier  causes,  and  whether  the  puckering  of  the  pleura,  the  nar- 
rowing of  the  bronchi,  the  vascularity  of  the  diseased  tissue,  etc., 
are,  as  alleged,  indicative  of  their  specific  character.  Now,  fibroid 
phthisis  is  by  no  means  a  common  form  of  that  disease,  and  yet  it  is 
totally  distinct  in  its  morbid  appearance  and  clinical  history  from  the 
other  forms  of  phthisis.  "It  is  clearly  possible,  therefore,  by  care- 
fully recording  most  of  the  cases  and  post-mortem  examinations  of 
fibroid  degeneration  of  the  lung  that  come  under  observation,  to  settle 
pretty  accurately  the  relation  which  the  fibroid  affection  bears  to 
syphilis,  to  show  whether  the  distinctions  above  specified  are  well- 
grounded  ones,  or  whether  the  combination  of  the  local  and  constitu- 
tional affections  is  not  after  all  a  mere  coincidence,  there  being  no 
causal  connection  between  them."^ 

We  are  not  aware  that  a  sufficient  number  of  cases  have  been  re- 
corded and  compared  to  determine  this  point,  although,  as  has  been 
said,  the  evidence  seems  to  point  conclusively  to  an  association  be- 
tween syphilis  and  fibroid  phthisis, 

Fournier  thinks  there  are  five  anatomical  points  of  distinction  be- 
tween syphilitic  gumma  and  tubercle. 

"1.  Situation:  Tubercle  involves  upper  part  of  both  lungs: 
gumma  one  lung,  and  may  be  limited  to  a  portion." 

"  2.  Number :  Gummata  are  few  as  a  rule :  solitauy  tubercles 
sooner  or  later  become  confluent." 

"  3.  Gummata  are  larger  than  tubercles,  never  miliary  in  form." 
4.  Color  :  Gummata  are  always  white  or  yellow,  never  trans- 
parent like  miliary  tubercle." 

"5.  Consistence:  Until  softening  takes  place  the  gumma  is  of 
more  equal  consistence  than  tubercle,  and  if  it  softens,  does  not  break 
down  wholly,  owing  to  the  capsule.  The  microscope  shows  no  differ- 
ence of  structure. 

Syphilitic  lesions  of  the  lungs  develop  very  insidiously,  and  may 
have  reached  a  decided  development  while  yet  the  symptoms  are 
obscure.  The  symptoms  are  slight  trouble  in  respiration,  mild 
cough,  often  dry,  and  if  expectoration  exists,  it  is  scanty,  and  of 
catarrhal  kind.  The  physical  signs  are  absent  unless  a  circum- 
scribed patch  is  superficially  situated,  Avhen  the  respiration  will  be 


['  The  Medical  Press  and  Circular,  April  4,  1877.] 


SYPHILIS   OF  THE  LUNG. 


397 


weak  and  rough.    Latex*  the  symptoms  become  more  marked,  the 
dyspnoea  increases,  but  never  becomes  very  intense ;  the  cough  grows 
more  severe  and  spasmodic  ;  expectoration  abundant,  yellow,  muco- 
purulent, even  purulent ;  and  haemoptysis  may  occur,  Fournier 
does  not  think,  as  many  do,  that  the  last  symptom  is  less  frequent  in 
syphilitic  than  in  ordinary  phthisis,  but  admits  that  the  amount  ex- 
pectorated is  less.    When  the  lesions  are  developed,  the  general 
condition  and  symptoms  are  similar  to  ordinary  phthisis,  being  those 
of  gradual  decay.    Usually  the  course  is  less  rapid  than  in  tubercu- 
losis, but  it  may  become  rapid  and  severe  if  other  organs  are  coinci- 
dently  involved.    Fournier  recognizes  three  varieties  of  this  trouble ; 
the  latent,  in  which  the  lesions  are  circumscribed,  cause  no  symp- 
toms, and  are  not  detected  until  after  death.    In  the  second  variety 
there  is  some  slight  trouble  with  the  breathing.    The  general  condi- 
dition  is  not  altered,  and  the  patient  does  not  fall  away.    The  signs 
are  those  of  limited  induration,  or  a  cavity.   The  third  is  a  severe  form, 
presenting  all  the  features  of  well-developed  consumption.    The  prog- 
nosis depends  on  the  extent  of  the  lesions,  and  on  their  amenability 
to  treatment.    It  has  been  found,  on  post-mortem  examination,  that 
gummous  masses  have  undergone  natural  involution.    Fournier  ad- 
mits that  the  diagnosis  is  difficult.    He  calls  attention  to  the  fact, 
that  a  remarkable  tolerance  of  the  disease  may  sometimes  be  seen,  in 
which  event,  the  patient  retains  his  flesh  and  strength  to  a  considera- 
ble degree.     This  should  lead  to  suspicion  of  syphilis.  Another 
point  of  distinction  is  its  slow  evolution,  whereas  it  is  more  rapid  in 
tuberculosis.    Fournier  says  that  a  similar  tolerance  is  observed  in 
scrofulous  persons  also.    The  treatment  consists  of  large  doses  of  the 
iodide  of  potassium,  and  inunctions  of  mercurial  ointment  with  tonics, 
etc.   Local  remedies  may  be  applied  to  the  chest. 

His  paper  ends  with  the  following  conclusions  :  "  1.  Tertiary 
syphilis  can  produce  in  the  lungs,  lesions,  which  either  locally  or  by 
reacting  on  the  general  symptoms  simulate  pulmonary  phthisis." 

"  2.  These  lesions  are  often  amenable  to  specific  treatment.  How- 
ever grave  and  important  they  may  appear,  they  are  far  from  being 
beyond  the  resources  of  art." 

"  3.  Consequently  when  a  case  of  pulmonary  lesion  presents  itself, 
it  is  important,  unless  the  existence  of  tuberculosis  can  be  made  out 
quite  certainly,  to  ascertain  if  the  lesion  can  be  traced  to  syphilis.  It 
is  necessary,  that  is,  to  remember  that  syphilis  is  a  possible  cause  of 
phthisis. 
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"  4.  When  syphilis  is  suspected  to  be  the  cause,  the  primary  indi- 
cation is  to  prescribe  specific  treatment,  which  has  been  known  to 
produce  gratifying  results. 

"  In  this  connection,  it  may  be  of  interest  to  briefly  present  the  views 
of  a  German  observer^  as  they  stand  in  striking  comparison  with  those 
of  Fournier,  Rollet  thinks  that  the  symptoms  of  syphilis  of  the  lungs 
are  more  or  less  pronounced  dyspnoea,  even  an  orthopnoea,  besides 
heaviness  and  oppression  at  the  chest  on  deep  inspiration,  possibly 
with  a  sharp  pain.  The  cough  is  generally  dry,  particularly  in  the  early 
stages  of  syphilis,  and  sometimes  accompanied  with  bloody  sputum. 
Percussion  reveals  oftentimes  a  sharply  defined  round  or  irregular  space 
of  dulness,  mostly  in  the  middle  thoracic  region  on  either  side,  particu- 
larly in  the  anterior  and  lateral  portions.  Rollet  thinks  that  Grandi- 
dier's  statement,  that  in  twenty-seven  cases  the  syphilitic  affection  of 
the  lung  was  seated  in  the  right  middle  lobe,  needs  further  confirmation 
before  conclusions  can  be  drawn.  He  thinks  that  the  fact  that  the  upper 
lobes  generally  remain  unaffected  in  syphilis  has  much  importance. 
Auscultation  shows,  in  early  stages,  absent  or  lessened  breath-sound, 
and  later  on  -the  usual  symptoms  of  phthisis.  The  history  of  the  case 
is  of  the  greatest  importance,  and  coexisting  syphilitic  lesions,  the 
absence  of  a  tendency  to  phthisis,  and  an  improvement  under  anti- 
syphilitic  treatment,  are  points  of  value  in  diagnosis.^ 

Prof.  Schnitzler  lays^  particular  stress  on  the  relations  of  pulmo- 
nary syphilis  to  specific  affections  of  the  larynx,  on  the  simultaneous 
appearance  of  the  lesions,  and  the  confirmation  of  syphilis  of  the 
lungs  throu.gh  coexisting  disease  of  the  larynx.  Among  the  ear- 
liest symptoms.  Prof.  Schnitzler  designates  the  sensation  of  weight 
and  pressure  in  the  chest,  irritation  in  the  throat,  and  paroxysmal 
cough.  The  latter  is  attended  with  more  less  expectoration,  of  a 
catarrhal  or  purulent  nature,  which  at  times  becomes  distinctly  tinged 
with  blood.  Hogmoptysis  is  not  a  very  rare  manifestation.  Dysp- 
noea and  asthmatic  attacks  and  pain  in  the  larynx  are  usually  present; 
aphonia  and  dysphagia  are  rarely  absent.  Percussion  yields  a  dull 
note  over  the  middle  or  lower  lobe,  and  the  ear  detects  indistinct 
bronchial  breathing  and  moist  rales.  The  attending  fever  is  usually 
of  an  intermittent  or  remittent  character  while  the  disease  is  progress- 
ing, but  the  constitution  of  the  patient  is  never  so  severely  involved 

['  Rollet,  Lungen  Syphilis,  Wien.  M«d.  Presse.]  Annals  of  Dermatology.] 

[3  Pulmonary  SyiJhilis  and  its  Relations  to  Phthisis,  Wiener  Med.  Presse,  Oct. 
1879.] 
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as  in  cases  of  phthisis.  Even  in  persons  very  much  reduced,  syphi- 
litic aiiections  of  the  lungs  are  curable.  Pulmonary  syphilis  makes 
its  appearance  in  the  form  of  circumscribed  infiltration  (nodules),  or 
diffuse  exudations.  In  the  latter  condition,  the  lung  presents  firmer 
texture,  greater  weight,  and  smooth  surface.  The  section  of  the  af- 
fected lobe  presents  a  grayish-red  or  yellow  color,  and  yields  a  slight 
serous  flow  on  pressure.  The  bronchial  glands  are  usually  consider- 
ably tumefied.  The  circumscribed  infiltrations  occur  more  frequently 
in  adults,  and  generally  a  number  of  nodules,  rarely  more  than  ten,  are 
found  varying  in  size  from  a  hazelnut  to  an  egg.  When  the  gummata 
commence  to  break  down  vomicjE  are  left,  which  when  they  are  closed 
Avith  granulations  leave  large  contracted  cicatrices.  As  a  rule,  syphi- 
litic lesions  of  the  lungs  appear  from  two  to  five  years  after  the  infec- 
tion, in  rare  cases  even  ten  and  twenty  elapse  before  the  supervention 
of  lung  trouble.  While  the  aflfections  described  belong  almost  en- 
tirely to  the  tertiary  stage  of  syphilis.  Prof.  Schnitzler  calls  attention 
to  an  earlier  disease  of  the  lungs,  which  appears  as  a  specific  bron- 
chial catarrh.  The  author  finds  that  specific  laryngitis  is  often 
accompanied  by  catarrhal  symptoms  in  the  large  and  small  bronchi, 
even  within  the  first  two  months  after  infection,  which  disappear 
only  in  consequence  of  an  anti-syphilitic  treatment.  It  is  believed 
that  many  cases  of  asthma,  which  yield  so  readily  to  the  iodide  of 
potassium,  depend  upon  syphilitic  bronchitis  and  secondary  glandu- 
lar enlargements.  For  the  diSerential  diagnosis  of  pulmonary  syphi- 
lis, it  is  of  the  greatest  importance  to  establish  specific  antecedents, 
and  the  immunity  of  the  family  from  phthisis.  The  seat  of  the  lesion 
alone  is  not  conclusive,  for  syphilis  may  be  localized  in  the  apices. 

Professor  Gamberini,  of  Bologna,  has  recently  discussed^  at  some 
length  the  subject  of  pulmonary  syphilis.  Besides  relating  two  cases 
of  his  own  Avhich  were  thought  to  be  instances  of  early  syphilitic 
affection  of  the  lung,  the  author  quotes  fully  a  number  of  cases 
recently  reported  by  other  observers. 

The  following  are  the  general  conclusions  at  which  Gamberini  has 
arrived  after  a  careful  study  of  his  own  cases  and  those  of  others. 
The  existence  of  a  simple  inflammatoi-y  syphilitic  pneumonia  may  be 
admitted,  but  is  not  yet  conclusively  proved.  The  occurrence  of  a 
gummous  form  of  disease  of  the  lung  is  established  beyond  doubt. 
True  pulmonary  tuberculosis  may  be  associated  with  syphilis,  but  it 

['  Oiornale  Italiano  dcUo  Mai.  Vonor.  etc. ;  British  Medical  Journal,  Jan.  1, 
1881.] 
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always  preserves  its  own  pathological  characters.  To  distinguish 
between  the  syphilitic  and  tubercular  forms  of  lung  affection,  the 
author  proposes  for  the  former  the  title  of  "  consumptive  pulmonary 
syphilis."  The  influence  of  specific  treatment  is,  at  the  present  time, 
the  best  therapeutic  means  of  diagnosis  between  tubercular  and 
syphilitic  disease  of  the  lung.  The  author  agrees  with  Schnitzler 
that  pulmonary  disease  as  a  consequence  of  late  general  syphilis,  or 
even  of  acute  secondary  syphilis,  is  not  a  rare  occurrence.  Laryn- 
geal lesions  often  precede  or  accompany  syphilitic  pulmonary  affec- 
tions. This  has  been  proved  by  the  observations  of  Schnitzler,  who, 
indeed,  affirms  that  the  diagnosis  of  syphilitic  lung  disease  may  be 
made  by  means  of  the  laryngoscope  alone.  The  symptoms  of  syphilis 
of  the  lung  are  generally  those  of  pneumonic  phthisis,  from  which, 
during  life,  there  may  be  no  certain  means  of  distinguishing  it ;  even 
after  death,  the  distinction  cannot  always  be  made  between  gumma 
and  tvibercle,  especially  when  the  gummous  nodules  are  in  a  state  of 
caseation,  or  are  infiltrated.  It  must  be  noted  that  syphiloma  most 
usually  spares  the  apex,  whereas  tubercle  most  frequently  attacks 
that  portion  of  the  lung.  This,  however,  is  not  constant,  as  has  been 
shown  by  Fournier.  The  course  of  pulmonary  syphilis  is  commonly 
slow  and  apyretic,  which  is  not  usually  the  case  in  tubercular  phthisis. 
Syphilis  also  is  accustomed  to  attack  only  one  lung,  and  one  part  of 
the  lung.  This  tendency  to  localization  is  considered  by  the  author 
to  be  a  very  important  point  in  the  diagnosis  of  pulmonary  syphilis, 
whether  the  lung  be  attacked  at  an  early  or  at  a  late  stage  of  the 
disease. 

According  to  Dr.  Frederick  Robinson,^  who  differs  markedly  in 
some  respects  from  the  preceding  writers,  there  are  two  distinct 
forms  of  lung  affection  which  should  be  considered  as  syphilitic.  In 
the  first,  and  less  frequent,  the  greater  part  of  the  organ  is  involved, 
and  the  disease  appears  primarily  at  the  base,  extending  to  the  entire 
lung  posteriorly,  as  well  as  anteriorly  to  the  apex.  The  other,  and 
more  common,  class  is  that  in  which  the  disease  is  limited  to  one  or 
both  apices.  In  either  case,  the  patient  has  passed  through  the  stage 
of  secondary  syphilis,  and  the  constitution  is  left  free  from  any  out- 
ward manifestation  of  such  disease.  "As  regards  the  former  condi- 
tion, I  admit  there  is  little  if  any  difference  to  be  observed  between 
it  and  ordinary  chronic  pneumonia.    It  has  seemed  to  me  that  the 

['  Notes  on  Syphilitic  Phthisis,  London  Lancet,  May  5,  1877.] 
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lung  is  more  extensively  involved  than  in  the  latter  affection,  and  that 
premonitory  symptoms,  local  and  general,  are  less  apparent.  There 
is  little  if  any  pyrexia,  but  slight  rise  in  temperature,  dyspnoea  only 
on  exertion,  and  no  sputa.  The  organ  is  found  to  be  in  a  state  of 
consolidation  more  or  less  extensive,  and  remains  so  for  a  long  indefi- 
nite period.    Ultimately  recovery  takes  place." 

"  In  the  second  and  more  frequent  form  of  the  disease,  the  indi- 
vidual presents  himself  with  symptoms  which,  at  the  first  glance, 
appear  to  be  those  of  ordinary  chronic  tuberculosis  in  the  first  stage, 
affecting  one  or  both  apices.  Closer  investigation,  however,  will  de- 
tect some  points  of  divergence.    These  are — 

"  1.  The  physique.  The  ordinary  characteristics  of  a  phthisical 
subject  are  wanting.  The  chest  is  well  developed,  and  body  fairly 
nourished. 

"  2.  The  absence  of  constitutional  irritation  of  a  severe  character. 
The  thermometer  rises  but  little  above  the  normal  standard.  There 
is  freedom  from  night  perspiration,  diarrhoea,  and  irritating  cough. 

"  3.  The  dulness  on  percussion  is  less  pronounced,  and  less  defin- 
able in  extent ;  it  more  frequently  affects  both  apices,  and  simulta- 
neously. 

"  4.  The  characteristics  of  tubercular  sputa  in  the  earliest  stage 
are  wanting.  The  patient  is  pallid,  complexion  waxy,  and  his  appear- 
ance generally  indicative  of  cachexia.  On  auscultation,  loud,  harsh 
inspiration,  with  expiratory  murmur  of  the  same  character,  is  de- 
tected, or  else  tubular  breathing  if  the  case  be  more  advanced.  Vocal 
resonance,  more  or  less  distinct,  is  always  present.  The  pulse  is 
frequent,  but  not  so  rapid,  perhaps,  as  in  ordinary  phthisis.  There 
may  be  no  sputa,  or  else  a  little  frothy  mucus  is  hawked  up  from  the 
throat  rather  than  expectorated. 

"As  regards  the  greater  prevalence  or  otherwise  of  haemoptysis  I 
am  not  yet  in  a  position  to  offer  a  decided  opinion." 

These  views  of  Dr.  Robinson  are  accepted  in  the  main  by  Dr.  Reginald 
E.  Thompson,  in  a  paper  on  Syfliilitic  Phthisis.,^  in  which  the  physical 
signs  are  more  fully  given ;  he  is  inclined  to  believe  "  that  syphilitic 
phthisis  is  not  so  rare  a  disease  as  it  is  now  supposed  to  be,  and  many 
a  patient  may  be  saved  from  what  appears  to  be  at  first  sight  a  dan- 
gerous malady  by  treatment  with  appropriate  remedies."  In  a  later 
papei^  he  describes  the  symptoms  as  "  marked  dyspnoea  after  exer- 

'  London  Lancet,  Sept.  15,  1877.        »  British  Medical  Journal,  Aug.  28,  1880. 
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tion,  slight  hgemoptysis,  and  expectoration,  which  was  sometimes 
abundant.  The  physicai  signs  were  dulness  on  percussion,  and  a 
peculiar  alveolar  rustle  resembling  the  sound  produced  by  the  rumpling 
of  wall  paper,  together  with  bronchial  breathing  and  bronchophony. 
These  were  accompanied  by  cachexia  and  other  evidences  of  syphilis." 

Jullieu^  says  :  "  The  following  characters  should  lead  one  to  suspect 
the  syphilitic  origin  of  a  pulmonary  lesion :  1st,  localization  of  the 
lesion  elsewhere  than  at  the  apices,  at  a  definite  point  and  only  in  one 
lung  ;  2d,  slow  course,  much  slower  than  tuberculosis  ;  3d,  persistence 
of  general  good  health  until  a  very  late  period  of  the  disease ;  4th, 
good  results  from  the  employment  of  mercury  and  iodide  of  potas- 
sium ;  rapid  recovery  of  lesions  which  are  incurable,  if  they  have 
any  other  origin  than  syphilis  ;  5th,  previous  or  contemporary  vene- 
real lesions,  cutaneous  gummata,  exostoses,  perforations  of  the  palate, 
hemiplegia,  sarcocele  ;  7th,  the  age  of  the  patient  is  generally  more 
advanced  than  in  tuberculous  phthisis." 

The  most  recent  as  well  as  the  most  extensive  series  of  observations 
on  syphilis  of  the  lung  have  been  published  by  Dr.  Pancritius, 
of  Berlin,^  who  reports  one  hundred  and  ten  cases  of  the  disease. 
His  conclusions  have  been  thus  described  :^ — 

In  contending  for  the  comparative  frequency  of  syphilitic  affections 
of  the  respiratory  system,  he  does  not  profess  to  have  discovered 
an  unusual  number  of  syphilitic  patients  who  had  gummous  nodules 
(or  cavities  resulting  therefrom)  in  their  lungs.  On  the  other  hand, 
the  syphilitic  affection  of  the  lung,  which  he  wishes  to  emphasize,  is 
an  interstitial  pneumonia,  an  induration  of  the  connective  tissue  fol- 
lowing the  track  of  the  bronchial  and  pulmonai-y  arteries  for  a  certain 
distance  from  the  hilus  of  the  organ  into  its  interior.  It  is  essen- 
tially an  affection  of  the  middle  region  of  the  lung,  and  the  affection 
is  not  one  of  the  air-cells,  but  solely  of  the  supporting  connective 
tissue  of  the  organ.  The  physical  signs  are  found  mostly  in  the 
interval  between  the  base  of  the  scapula  and  the  vertebral  column ; 
they  are  nothing  uncommon,  being  more  or  less  diminished  percus- 
sion resonance,  weakened  respiratory  murmur,  and  especially  weak- 
ened or  altogether  absent  expiratory  murmur,  and  these  variously 
extended  or  added  to  in  intensity. 

['  Maladies  VeiiSriennes,  p.  908.] 

[2  Lungen-Syphilis,  Berlin,  1881,  pp.  295.] 

["  The  British  Medical  Journal,  Feb.  4,  1882.] 
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Clinically  the  disease  begins  with  first  an  active  stage,  in  which 
the  patient,  often  with  the  appearance  of  blooming  health  and  feeling 
well  in  general,  complains  that  there  is,  especially  on  exertion,  a  cer- 
tain feeling  of  weight  in  one  side  of  the  chest  (usually  the  right), 
with  difficult  respiration,  and  not  seldom  dyspnoea  in  the  evening. 
After  a  time,  these  subjective  indications  become  more  intense ;  the 
dyspnoea  while  walking  is  marked,  there  is  a  dry  cough,  and  some- 
times in  the  evening  some  slight  asthmatic  attacks.  A  true  pulmo- 
nary catarrh,  without  fever,  may  follow,  the  dyspnoea  may  become 
more  intense,  and  there  may  be,  with  the  cough,  slight  pains  referred 
to  the  middle  portion  of  the  affected  lung.  These  hardly  distinctive 
symptoms  are  gradually  increased,  so  that  the  respiration  becomes 
wheezing,  the  asthmatic  attacks  come  on  oftener  and  last  longer,  and 
there  is  genei'al  disorder  of  the  digestion,  with  a  feeling  of  weight  in 
the  hypochondria.  If  the  practitioner  be  on  the  lookout,  he  will 
hardly  ever  fail  to  find,  in  this  first  stage  of  the  pulmonary  afi"ection, 
the  usual  indications  of  constitutional  syphilis  in  the  skin,  the  mucous 
membranes,  the  bones,  etc.  There  may  be  also,  rheumatic  and  ner- 
vous symptoms,  sleeplessness,  and  blood  disorders,  such  as  chlorosis. 
In  the  second — the  destructive  or  passive — stage,  there  are  more  or 
less  fever,  purulent  expectoration,  even  haemoptysis,  very  severe  and 
frequent  asthmatic  attacks,  general  disorders  of  the  digestion  and  of 
the  secretions,  loss  of  strength,  cachectic  appearance,  and,  as  the 
disease  progresses,  all  the  various  indications  of  pulmonary  phthisis 
may  show  themselves.  Of  those  symptoms,  the  author  especially 
dwells  upon  dyspnoea,  asthma,  haemoptysis,  and  the  characters  of  the 
sputa. 

In  a  number  of  cases  anti-syphilitic  treatment  led  to  a  rapid  reduc- 
tion of  the  symptoms  and  a  permanent  restoration  to  health. 

We  believe  that  the  foregoing  abstracts  represent  the  best  profes- 
sional thought  on  this  important  subject,  about  which,  it  is  evident, 
much  has  yet  to  be  learned  before  it  can  be  removed  entirely  from 
the  region  of  doubt  and  conjecture.] 

Although  there  still  exists  some  doubt  concerning  the  syphilitic 
alterations,  the  specific  pneumonia  and  gummata  of  the  adult  lung, 
there  is  no  uncertainty  as  to  the  occurrence  of  these  lesions  in  the 
foetus. 

In  the  syphilitic  foetus  born  before  term,  in  the  syphilitic  child 
bom  dead  at  full  term,  and  in  the  syphilitic  children  who  live  a  few 
days,  there  are  found,  at  the  autopsy,  in  the  lungs,  nodules  or  small 
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tumors,  usually  superficial,  sometimes  deep,  hard,  isolated  or  in 
groups,  pink,  gray,  or  red  in  color,  with  scattered  whitish  or  yellowish 
points.  Their  size  varies  from  a  lentil  or  pea  to  a  small  walnut. 
Upon  section,  their  form  is  seen  to  be  spherical  or  lobular,  and 
throughout  they  present  the  same  small  whitish  points.  These 
nodules  are  scarcely  prominent,  and  represent  simply  a  part  of  the 
lung,  more  or  less  considerable,  in  a  state  of  special  lobular  hepatiza- 
tion. At  other  times,  instead  of  spherical  islands,  there  is  an  in- 
vasion of  a  greater  extent  of  a  lobe  of  the  lung,  or  an  entire  lobe 
may  be  involved.  The  dense  altered  part  usually  sinks  immediately 
when  placed  in  water;  it  is  colorless,  gray  or  white,  both  upon  its 
surface  and  on  section.  The  cut  surface  is  level  and  smooth.  The 
pleura  is  always  affected — thickened  and  inflamed. 

Virchow  has  given  this  condition  the  name  of  pneumonia  alba, 
white  hepatization.  The  histological  description  has  been  given  by 
Virchow,  Forster,  Robin,  and  Lorain.  Depaul  has  described  its 
gross  appearances. 

The  isolated  nodules  present  the  same  structure  as  the  more  ex- 
tended regions  of  white  hepatization.  The  walls  of  the  alveoli,  the 
tissue  which  surrounds  the  bronchi  and  vessels,  are  thickened,  and 
contain  round  embryonal  or  fusiform  cells.  The  contents  of  the 
alveoli  are  formed  by  layers  of  jDavement  or  cubical  cells  arranged 
one  upon  the  other ;  sometimes  they  form  epithelial  pearls — there- 
fore the  name  epithelioma  given  by  Robin  and  Lorain.  In  the  centre 
of  the  alveoli,  the  more  or  less  rounded  cells  are  found  filled  with 
fatty  granules.  The  bronchi,  which  are  lined  with  cylindrical  ciliated 
epithelium,  and  which  have  their  walls  thickened,  contain  in  their  inte- 
rior an  accumulation  of  cylindrical  and  round  cells.  The  central  part 
of  the  nodules,  where  the  circulation  is  interfered  with  by  the  numerous 
cells,  may  undergo  a  dry  caseous  degeneration,  or  may  soften  and 
give  origin  to  a  small  quantity  of  puriform  fluid. 

The  parts  affected  with  a  more  extended  hepatization  have  a  similar 
structure,  but  they  do  not  always  present  a  very  marked  or  regular 
thickening  of  the  alveolar  walls,  Forster,  who  has  well  described 
this  thickening  of  the  pulmonary  fibrous  framework,  asks  if  it  should 
be  considered  characteristic  of  syphilis,  since  he  has  met  with  it 
under  other  conditions.  Parrot^  thinks  that  all  cases  of  infantile 
pneumonia,  where  Forster  has  met  with  this  lesion,  should  be  consid- 
ered as  syphilitic.    It  is  very  probable  that  this  is  true. 


'  Progres  Medical,  Aug.  24,  187S. 
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["In  the  lungs,  an  interstitial  syphilitic  pneumonia  may  be  diffused 
or  circumscribed.  This  lesion  of  the  lung  has  received  different 
names.  Lorain  and  Robin  called  it  epithelioma  of  the  lung ;  it  is 
the  white  hepatization  of  Virchow,  which  other  authors  regard  as 
gutama.  It  is  seen  in  new-boi'n  children,  and  up  to  the  age  of  ten  or 
twelve  years.  To  a  certain  degree  its  characters  approach  the  struc- 
ture of  the  lung  of  the  embryo.    In  syphilitic  pneumonia  the  inter- 


Pig.  82. 


Transverse  section  of  a  hepatized  nodule  of  syphilitic  interstitial  pneumonia,  from  a  new-born 
child,  d.  Proliferating  connective  tissue  of  the  lung.  b.  Pavement  cells  arranged  around  the 
alveoli,    a.  Free  spherical  cells  in  the  alveoli,    c.  Vessels.    X  (Coruil  and  Ranvier.) 

lobular  connective  tissue  enters  into  proliferation  and  presents  a  large 
quantity  of  embryonal  cells  ;  the  alveolar  walls  are  thick  while  the 
narrow  alveoli  are  lined,  and  even  filled  by  epithelial  cells,  which  are 
of  the  pavement  form  in  contact  with  the  walls,  round  in  the  centre 
of  the  alveoli.  As  the  process  progresses  the  epithelial  cells  become 
fatty,  degenerated,  and  subsequently  broken  down  and  absorbed, 
while  the  embryonal  inter-alveolar  tissue  rapidly  organizes  into 
fibrous  tissue.  Thus  results  a  small  fibrous  tumor.  In  this  tissue 
a  gumma  may  ultimately  develop."    Fig.  82.'] 

With  differences  of  aspect  easily  understood,  due  to  the  dissemina- 
tion or  generalization  of  the  lesion,  or  to  the  vascularity  at  the  time 
of  death,  the  same  pathological  modifications  are  always  observed. 
In  some  cases  there  is  a  tendency  in  certain  parts  to  an  exuberant 

['  Cornil  and  Ranvier's  Pathological  Histology.  Sliakespeare  and  Simes,  Am. 
Ed.,  1880.] 
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formation  of  round  cells,  and  the  hepatization  is  rich  in  juices  ;  again 
there  may  exist  many  epithelial  cells,  in  the  bronchi  and  alveoli,  often 
in  a  state  of  granular  degenei'ation,  and  then  the  hepatization  is  opaque, 
•with  numerous  white  points  or  islands,  and  it  is  dry.  Virchow  has 
seen  ti'ue  gummata  in  similar  lungs. 

It  is  impossible  to  confound  this  syphilitic  pneumonia  with  tubercu- 
losis. Tubercle  granulations  are  never  congenital.  Virchow,  how- 
ever, as  a  rare  exception,  has  seen  one  case. 

At  an  autopsy  made  with  Anger  upon  a  child  two  years  old,  we 
found,  besides  exostosis  of  the  cranium,  a  syphilitic  lesion  of  the 
lungs.  The  patient,  since  its  birth,  had  almost  constantly  a  cough 
and  suffered  with  bronchitis.  In  different  parts  of  the  lungs — the 
base  of  the  lobes,  especially  the  sharp  bordei-s  of  the  superior  lobes 
— we  found,  together  with  a  slight  pleurisy  without  effusion,  indurated 
hepatized  nodules,  Avhich  from  their  gray-pink  color  were  very  dis- 
tinctly seen  in  contrast  with  the  much  congested  lung.  These  lobes 
were  slightly  prominent,  as  always  occurs  in  lobular  pneumonia. 
Upon  their  surface,  and  on  section  were  seen  small  points,  and 
opaque  whitish  lines.  Their  cut  surface  was  level,  resisting;  upon 
scraping,  a  little  fluid  was  obtained,  and  they  sank  in  water. 

Examination  of  the  hepatized  part  showed  the  lesions  of  a  chronic 
lobular  pneumonia.  In  the  most  chronic  pneumonic  parts,  the  alveoli 
were  completely  filled  by  cellular  elements,  Avhich  varied  according 
to  the  part  of  the  alveolus  examined.  Immediately  in  contact  with 
the  fibro-vascular  wall,  we  found  one  or  two  layers  of  swollen  pave- 
ment cells  applied  against  the  wall,  their  transverse  diameter  being 
greater  than  their  vertical.  In  the  interior  of  the  alveolus  there 
were  large  round  granulo-fatty  cells,  and  large  round  cells  containing 
several  granular  nuclei.  The  alveolar  walls  were  thick,  but  contained 
very  few  fusiform  and  no  embryonal  cells.  The  very  abundant  vas- 
cular network  upon  the  surface,  and  in  the  alveolar  walls  of  the 
affected  portions  of  the  lung,  contained  but  little  blood. 

Those  parts  of  the  lung  which  appeared  to  be  more  recently 
changed  presented  in  their  alveolar  walls  numerous  capillary  vessels 
filled  with  blood.  The  walls  were  also  lined  by  pavement  cells,  but 
instead  of  finding  only  round  cells  in  their  interior,  we  saw  collections 
of  prismatic  cells  situated  in  the  centre  of  the  alveoli ;  these  cells, 
with  agglomerations  of  analogous  cells,  extended  into  and  filled  the 
bronchi.  The  latter  were  distended  by  prismatic  or  cylindrical  swol- 
len cells  pressed  against  one  another.  The  internal  surfaces  of  both 
the  small  and  larger  bronchi  were  lined  with  cylindrical  ciliated  cells 
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arranged  in  several  layers,  the  oldest  filling  the  calibre  of  the  tube. 
Around  the  bronchioles  and  vessels  there  was  seen  a  considerable 
amount  of  fibrous  connective  tissue,  and  the  fasciculi  were  separated 
by  flat  cells. 

The  miliary  gray  points,  situated  in  the  midst  of  the  pink  hepatized 
tissue,  were,  to  the  unaided  eye,  colorless,  owing  to  a  less  quantity 
of  blood  contained  in  the  vessels  of  the  alveolar  walls.  These  were 
evidently  the  most  chronic  portions  of  the  alteration. 

Around  the  changed  lobules,  the  pulmonary  tissue  was  much  con- 
gested, and  the  vessels  of  the  alveolar  walls  were  distended  with 
blood. 

These  are  lesions  which  certainly  should  be  connected  with  syphilis. 
The  child  was  manifestly  syphilitic ;  since  its  birth  it  had  had  suc- 
cessive eruptions  of  cutaneous  syphilides,  raucous  patches,  and  cough  ; 
the  bones  of  the  cranium  Avere  covered  with  exostoses  ;  it  died  of 
syphilitic  cachexia  with  a  pulmonary  lesion,  which  had  no  connection 
■with  tuberculosis,  and  which  could  not  be  connected  with  a  simple 
broncho-pneumonia.  It  is  true,  the  connective  tissue  of  the  lung  did 
not  present  any  manifest  inflammatory  thickening,  but  I  do  not  hesi- 
tate, however,  to  consider  the  case  one  of  syphilitic  pneumonia. 

The  pathological  anatomy  of  pneumonia,  due  to  hereditary  syphilis, 
is  as  yet  incomplete.  It  is  necessary  to  have  determined  the  exact 
state  of  the  alveolar  walls  of  the  lung,  and  the  structure  of  the  fibrous 
tissues  which  compose  them,  during  intra-uterine  life  and  early  child- 
hood, in  order  to  make  comparisons  with  pathological  changes  which 
take"  place  in  the  pulmonary  framework. 

In  one  case  of  hereditary  syphilis,  in  which  there  existed  a  special 
broncho-pneumonia,  I  found  a  very  curious  lesion  of  the  elastic  fibres. 
They  were  brittle,  and  broke  into  small  fragments  like  filaments  of 
glass.  I  have  since  searched  for  this  same  lesion  in  simple  broncho- 
pneumonia, and  in  some  cases  which  were  connected  with  syphilitic 
pneumonia,  but  was  not  successful  in  finding  it. 

The  symptoms  of  syphilitic  pneumonia  are  very  variable  ;  new- 
born children,  affected  with  the  variety  described  by  Depaul,  die 
asphyxiated  a  few  days  after  birth.  Those  who  live  longer  are  at- 
tacked with  broncho-pneumonia,  Avhich  presents  the  same  symptoms 
as  simple  broncho-pneumonia. 

The  lesions  of  the  thymus  gland,  usually  described  with  infantile 
syphilis  of  the  respiratory  organs,  have  not,  according  to  the  most 
recent  investigations  upon  this  subject,  the  value  formerly  attributed 
to  them  by  Paul  Dubois. 
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CASE  XIV. 

Syphilitic  disease  of  the  pleura  and  lung} 

In  a  carefully  reported  case  of  undoubted  syphilitic  disease  of  the  right 
lung,  Dr.  Wm.  Pepper  and  Dr.  W.  H.  Warder  found  the  following  physi- 
cal signs,  the  pulmonary  affection  having  shown  itself  ten  months  pre- 
viously, coincidently  with  the  development  of  a  late  ulcerating  syphilide. 
It  began  as  a  bronchitis  with  congestion  of  the  right  lung,  followed  by 
hectic,  night  sweats,  etc. 

The  respiratory  movement  over  the  lower  part  of  the  right  lung  was 
restricted,  while  that  of  the  left  lung  was  exaggerated.  The  heart's  im- 
pulse was  displaced  towards  the  left,  the  apex-beat  being  in  the  line  of  the 
nipple^  Resonance  was  good  everywhere  except  over  an  area  semicircu- 
lar in  shape,  which  extended  on  the  lateral  aspect  of  the  chest,  from  the 
liver-dulness  below  up  to  the  line  of  the  nipple,  sloping  downwards  both 
in  front  and  behind.  Over  this  area  there  was  absolute  dulness  on  per- 
cussion. Auscultation  over  this  space  gave  only  very  feeble,  scarcely 
audible  bronchial  breathing,  without  rales.  There  Avas  also  almost  com- 
plete absence  of  vocal  fremitus  and  of  vocal  resonance.  There  were  a 
few  crackling  rales  in  the  lung  tissue  immediately  adjoining  this  area  of 
flatness.    Elsewhere  the  respiratory  murmur  was  normal. 

Marked  improvement  occurred  under  specific  treatment,  but  the  patient 
relapsed  and  died  six  months  later.  At  the  autopsy  a  large  mass  was 
found,  presenting  the  general  contour  of  the  lung,  dense  yellowish-gray, 
of  a  firm,  fleshy  consistence,  intersected  by  fibrinous  trabecular,  but  con- 
taining no  trace  of  pulmonary  structure. 

In  the  centre  of  the  lower  lobe  a  cavity  of  considerable  size  filled  with 
shreds  of  tissue  and  pus,  lined  by  a  shaggy  wall,  existed.  The  size  of  the 
cavity  was  at  least  two  and  one-half  inches  in  diameter.  The  division 
between  the  lower  and  middle  lobes  was  only  in  part  demonstrated. 
Through  the  lower  and  middle  lobes  the  morbid  tissue  formed  a  uniform 
mass.  In  the  upper  lobe,  the  lung  substance  was  replaced  by  an  aggrega- 
tion of  firm  nodules  of  varying  size.  In  a  few  places  there  were  nodular 
formations  on  the  exterior  of  the  pleura,  or  at  least  a  uniform  fibrinous 
membrane  could  be  dissected  up ;  and  in  a  few  places,  especially  on  the 
upper  lobe,  it  brought  with  it  nodules  springing  from  the  pulmonary  sur- 
face. The  mediastinum  was  filled  with  diseased  glands;  the  external  sur- 
face of  the  heart  was  occupied  by  growths  similar  to  that  of  the  lung ;  the 
left  kidney  contained  a  gummous  growth  ;  and  nodules  of  varying  size 
were  found  in  the  subcutaneous  tissue  of  the  abdominal  and  thoracic 
walls. 

The  Committee  on  Morbid  Growths,  to  whom  the  specimens  were  sub- 
mitted, reported  as  follows:  "A  microscopic  examination  of  a  thin  section 
taken  from  the  mass  which  occupies  the  position  of  tlie  right  lung  shows 


1  Transaotions  of  the  Pathological  Society  of  Philadelphia,  1878. 
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it  to  consist  almost  entirely  of  a  dense  fibrillar  connective  tissue.  The 
bloodvessels,  which  are  few  in  number,  are  surrounded  by  an  infiltration 
of  indifferent  cells.  One  of  the  small  nodules  taken  from  the  left  lung, 
upon  examination,  is  found  to  consist  of  a  similar  tissue  in  an  earlier  stage 
of  development.  Tlie  alveolar  spaces  in  the  proximity  of  the  nodule  are 
seen  to  have  their  walls  thickened  by  fibrillar  connective  tissue.  Tlie 
cells  lining  the  alveoli  are  in  a  state  of  proliferation." 

In  this  case  there  had  been,  many  years  previously,  a  pleuro-pneumonia, 
with  emphysema  of  the  right  side.  This,  however,  can  hardly  be  consid- 
ered to  militate  against  the  syphilitic  character  of  the  case,  but  probably 
only  affords  an  indication  of  the  well-known  tendency  of  syphilis  to  in- 
volve by  preference  parts  previously  diseased.] 
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MEDlCO-CHiRURCICAL  SOCIfIt 

CHAPTER  XIII. 

SYPFIILITIC  LESIONS  OF  THE  SPLEEN,  OF  THE  SUPRA-RENAL  CAPSULES, 
OF  THE  LYMPHATIC  GLANDS  AND  OF  THE  GENITO-URINARY  ORGANS. 

Lesions  of  the  spleen  and  supra-renal  capsules  in  hereditary  syphilis — Tertiary 
lesions  ot  the  lymphatic  glands — Guinmous  tumors  of  the  epididymis  during 
the  secondary  period — Interstitial  orchitis  in  the  adult — Interstitial  orchitis 
in  new-born  children — Gumma  of  the  testicle — Syphilitic  ovarian  lesions — 
Albuminous  nephritis  during  the  secondary  period — Interstitial  nephritis 
and  gummous  nephritis — Amyloid  degeneration. 

Syphilis  of  thr  Spleen. — The  spleen  is  always  hypertrophied  in 
hereditary  syphilis ;  the  capsule  is  thickened  and  inflamed,  and  the 
splenic  tissue  is  harder  than  normal.  But  the  modifications  of  the 
parenchyma,  which  correspond  to  this  state,  are  not  yet  known. 

[In  a  paper  read  before  the  Royal  Medical  and  Chirurgical  Society 
in  1867,  Dr.  Gee  established  the  following  propositions  :  In  about  half 
the  cases  of  congenital  syphilis  the  spleen  is  enlarged  so  that  it  can  be 
felt  during  life.  In  about  one-quarter  the  enlargement  is  really  great ; 
sometimes,  in  addition  to  enlargement  of  the  spleen,  there  is  enlarge- 
ment of  the  liver  and  the  lymphatics ;  the  majority  of  cases  of  great 
enlargement  die.  The  degree  of  the  splenic  enlargement  may  be  taken 
as  an  index  of  the  severity  of  the  cachexia,  with  this  qualification, 
that  the  spleen  does  not  diminish  pari  passu,  but  remains,  it  may  be 
for  years,  more  or  less  enlarged,  a  monument  of  what  the  cachexia 
has  been.  Sometimes  an  enlarged  spleen  is  the  only  sign  of  an  active 
syphilitic  cachexia.  In  two  post-mortem  cases  the  enlargement  seemed 
to  be  a  simple  hypertrophy  ;  in  one  of  them  there  was  considerable 
thickening  of  the  capsule. 

In  commenting  upon  these  facts,  Dr.  Barlow  states^  that  the  dimi- 
nution in  the  size  of  the  liver  under  treatment  begins  to  take  place 
before  the  diminution  in  size  of  the  spleen,  but  adds,  that  in  cases  of 
slight  enlargement  the  improvement  in  the  latter  organ  keeps  pace 
with,  or,  at  all  events,  only  lies  a  little  behind  the  other  symptoms. 


[•  The  British  Medical  Journal,  Jan.  20,  1877.] 
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In  one  case  which  he  saw  post-mortem,  there  was  simply  "  slight 
enlargement  with  hardness,"  there  was  n#ifeaction  with;  iodine,  and 
there  were  no  gummata.  He  continues  i^.^t.one  reg^r^s,  with  Mr. 
Hutchinson,  congenital  syphilis  as  one  of  the  exanthemata,  this  e'lilarge- 
ment  might  at  first  seem  to  have  some  affinity  with  the  enlargement  of 
the  spleen  in  typhoid  fever.  But  the  spleen  in  typhoid  fever  is  gene- 
rally, not  always,  an  enlargement  with  softening;  and,  moreover,  so 
far  as  I  know,  it  does  not  remain  permanently  after  the  subsidence  of 
fever."  Mr.  W.  J.  Tyson  has  reported  a  case^  of  a  child  born  of 
syphilitic  parents,  in  whom,  at  two  years  of  age,  the  spleen  extended 
in  a  downward  direction  for  three  and  a  half  inches,  reaching  the 
crest  of  the  ilium  ;  in  front  it  approached  closely  to  the  umbilicus. 
The  liver  was  not  enlarged,  and  there  Avas  no  albumen  present  in  the 
urine.  He  ordered  mercury  with  chalk,  one  grain  every  morning 
and  evening ;  and  one  grain  of  iodide  of  potassium  with  ten  minims 
of  syrup  of  iodide  of  iron  to  an  ounce  of  water,  three  times  a  day. 
Sixteen  months  later  the  spleen  had  become  imperceptible,  and  three 
years  afterwards  the  child  was  in  excellent  health.] 

It  is  probable  that  the  spleen  is  also  more  or  less  hypertrophied  in 
secondary  syphilis  of  the  adult,  but  as  a  constant  symptom  this  is  not 
so  well  established. 

[Syphilis  of  the  spleen  during  the  secondary  period  is  said  to  be 
due  to  hypergemia,  and  later  to  depend  in  many  cases  upon  an  inter- 
stitial hyperplasia,  causing  induration  and  fibrous  contraction  of  the 
trabecular  tissue  where  it  takes  place. ^] 

Gummata  of  the  spleen  are  very  infrequent. 

[E.  Wagner  has  very  accurately  described  the  gummata  found  in 
the  spleen.  "  The  number  of  the  tumors  designated  by  this  observer 
as  syphilomas  is  various,  and  generally  inversely  proportioned  to  their 
size.  They  are  always  sharply  circumscribed,  generally  round  or 
roundish,  seldom  irregular,  sometimes  very  small — most  frequently 
one-half  to  one  line,  rarely  one  to  one  and  a  half  inches  in  diameter. 
Recent  syphilomas  are  grayish-red,  homogeneous,  somewhat  dry, 
tough,  almost  cheesy.  The  surrounding  splenic  tissue  is  somewhat 
compressed,  the  remainder  usually  somewhat  harder."  "  Oppolzer, 
Frerichs,  and  Lancereaux  consider  the  splenic  tumor  as  a  usual 

['  The  Lanoot,  Ootobor  23,  1880.] 
[2  Hill  and  Cooper,  op.  oit.,  p.  1U5.] 
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accompaniment  of  syphilis  of  the  liver."'  In  twenty-two  autopsies 
upon  persons  dying  with  well-marked  syphilitic  lesions,  Dr.  Green- 
field found  gumraata  of  the  spleen  in  three  cases,  in  one  recent,  in 
the  other  two  old  and  caseous.^ 

Amyloid  degeneration  of  the  spleen  is  frequently  found  in  connec- 
tion with  a  syphilitic  cachexia,  and  it  is  considered  by  many  writers 
as  having  its  origin  in  the  latter  affection.  In  a  collection  of  one 
hundred  and  fifty-two  cases  of  amyloid  degeneration  of  the  spleen, 
Fehr  found  thirty-four  which  suffered  with  constitutional  syphilis. 
But,  with  Cornil,  we  are  inclined  to  consider  the  amyloid  degeneration 
as  a  consequence  of  a  cachexia,  produced  by  prolonged  exhaustive  sup- 
purative discharges,  and  not  as  a  manifestation  of  syphilitic  disease.] 

Splenic  infarctions  or  the  indurated  nodules  which  foUoAV  infarc- 
tions must  not  be  mistaken  for  gummata.  It  is  very  probable  that 
certain  thickenings  of  the  capsule  are  due  to  syphilis  ;  but  they  are 
so  often  met  with  in  old  persons,  that  they  cannot  be  regarded  as 
characteristic. 

[Anti-syphilitic  treatment  administered  during  the  early  period  of 
gummata  of  the  spleen  ofters  a  possibility  of  recovery,  but  this  is 
greatly  lessened  when  the  lesion  has  become  chronic] 

Syphilis  op  the  Supra-Renal  Capsules. — The  supra-renal  cap- 
sules have  been  seen  by  Virchow  in  a  state  of  fatty-degeneration 
during  the  tertiary  period  of  syphilis.  But  this  is  a  lesion  which 
does  not  necessarily  depend  upon  syphilis. 

A  special  alteration  connected  with  hereditary  syphilis  is  ob- 
served in  new-born  children.  It  affects  both  the  capsule  and  par- 
enchyma of  the  organ  (Ollivier,  Ranvier,  and  Parrot).  The  capsule 
is  inflamed  and  thickened.  A  section,  examined  microscopically, 
shows  a  new  formation  of  embryonal  elements,  arranged  in  layers  or 
round  masses  between  the  fibrous  fasciculi.  In  the  parenchyma  are 
seen  small  spots  or  semi-transparent  nodules,  which  consist  of  embry- 
onal cells,  similar  to  those  found  in  the  liver  of  the  same  patients. 

Syphilitic  Lymphatic  Glands  of  the  Tehtiary  Period. — During 
the  tertiary  period  of  syphilis  the  lymphatic  glands  are  not  so  frequently 
affected  as  during  the  stage  of  the  chancre  or  the  early  cutaneous 

['  Hosier,  Diseases  of  the  Spleen  ;  Ziemssen's  Cyclopnedia  of  Medicine,  Am.  ed.] 
[2  The  British  Medical  Journal,  Jan.  20,  1877.] 
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eruptions  (see  page  121  et  seq.).  The  "  pleiacles  ganglionnaires"  of 
the  first  period  of  syphilis  ai-e  gradually  removed ;  they  remain  for 
one  or  more  years  larger  and  harder  than  normal ;  but,  finally,  they 
return  to  their  usual  size.  When  the  deeper  lesions  supervene,  such 
as  tuberculous  or  gummous  syphilides  of  the  skin  and  mucous  mem- 
branes, the  lymphatic  glands,  in  the  proximity  of  the  ulcerations,  are 
very  seldom  hypertrophied  or  inflamed  anew. 

In  visceral  syphilis  of  the  liver,  of  the  digestive  organs,  and  of 
the  lungs,  the  lymphatic  glands  may  be  implicated.  Thus,  in  the 
case  previously  mentioned  apropos  of  gummata  of  the  stomach,  there 
was,  besides  the  gummata  of  the  stomach  and  liver,  an  adenitis 
which  extended  to  the  lymphatic  glands  situated  in  front  of  the 
coeliac  axis,  along  the  superior  border  of  the  pancreas,  in  the  neigh- 
borhood of  the  pylorus,  and  around  the  bronchi.  These  glands  were 
white,  swollen,  and  indurated;  upon  section  their  surface  exuded 
small  drops  of  a  puriform  fluid.  This  fluid,  examined  in  the  fresh 
state,  contained  round  lymph  cells,  somewhat  granular,  and  numerous 
large  swollen  endothelial  cells  provided  with  an  oval  nucleus,  or  sev- 
eral nuclei. 

These  glands,  hardened  in  Mliller's  fluid,  gum,  and  alcohol,  and 
examined  with  the  microscope,  show  that  all  the  peri-glandular  and 
capsular  lymphatic  vessels,  the  lymph  paths,  the  peri-foUicular  sinuses, 
and  all  the  cavernous  tissue  of  the  glands  were  filled,  and  very  much 
distended  with  large  spherical  cells,  which  were  epithelioid  in  type, 
derived  from  the  lymph  cells,  and  from  the  swollen  endothelium  which 
lines  the  cavities  and  lymph  paths.  At  the  centre  of  the  gland,  espe- 
cially after  removing  the  free  cellular  elements  from  the.  section  with 
pencilling,  there  were  seen  large  alveolar  spaces,  which  represented 
sections  of  the  afferent  lymph  canals.  The  reticulated  tissue  of  the 
cavernous  substance  also  presented  very  large  meshes  filled  with  these 
cells.  The  lymph  canals  at  the  centre  of  the  gland,  after  pencilling 
to  remove  the  free  cells  which  fill  them,  were  seen  much  enlarged ; 
the  lymph  sinuses  with  their  partitions  and  the  meshes  of  the  lymph 
cavernous  tissue  appeared  empty,  or  partly  filled  with  cells. 

Where,  upon  a  section,  an  island  of  delicate  reticulated  tissue  was 
found,  there  were  seen  around  it  immense  meshes  of  cavernous  tissue, 
and  the  sinuses  and  lymph  paths  were  irregularly  distended.  These 
cavities,  more  or  less  empty  of  their  contents,  showed  in  places  the 
large,  swollen,  granular  endothelial  cells,  possessing  one  or  more  oval 
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nuclei,  also  lymph  cells.  The  granular  protoplasm  of  the  large  cells 
was  sometimes  spherical,  sometimes  elongated,  occasionally  flat,  and 
frequently  sent  off"  angular  prolongations.  The  cells  were  also  often 
irregularly  pavement  with  blunt  borders,  due  to  mutual  pressure. 

There  was  here  a  catarrhal  inflammation  of  all  the  lymph  paths 
within  the  gland,  an  inflammation  secondary  to  the  same  lesion  of  the 
afferent  lymph  vessels,  and  having  for  its  origin  the  syphilitic  lesions 
of  the  liver  and  stomach.  It  is  certain,  that  there  is  in  such  cases  an 
inflammation  of  the  internal  lining  of  the  lymph  paths,  and  that  the 
large  swollen  cells  which  fill  them  have  not  been  simply  transported, 
but  have  formed  within  the  gland,  either  from  the  endothelial  cells  or 
from  the  lymph  cells. 

This  is  a  variety  of  medullary  syphilitic  adenitis,  in  which  the 
lymph  paths  and  sinuses,  that  is,  all  the  cavernous  substance,  are 
the  seat  of  a  chronic  inflammation,  Avhich  may  be  termed  catarrhal, 
in  contrast  to  sclerosis,  or  cirrhotic  inflammation,  which  is  cha- 
racterized by  an  increase  of  the  connective  tissue  framework.  This 
adenitis  is  the  result  of  the  chronic  inflammation  of  the  lymphatic 
vessels. 

At  the  autopsy  of  a  syphilitic  child  two  years  old,  the  bronchi 
were  found  surrounded  by  large,  very  vascular,  and  indurated 
lymphatic  glands.  The  glands  had  not  undergone  caseous  degen- 
eration, nor  were  any  opaque  points  visible  to  the  unaided  eye, 
which  could  separate  them  from  strumous  or  tuberculous  lymphatic 
glands. 

The  histological  examination  of  these  glands,  after  hardening  in 
alcohol  and  picric  acid,  showed  a  large  amount  of  fasciculi  of  trans- 
parent fibrous  tissue,  easily  stained  with  picro- carmine,  similar  to 
those  reported  in  several  cases  of  chronic  adenitis  and  especially  in 
tuberculosis.  The  thick  fasciculi  of  fibrous  tissue  were  arranged 
like  those  around  bloodvessels.^  In  this  case,  in  consequence  of  a 
chronic  inflammation  of  the  lymphatic  glands,  caused  by  a  specific 
inflammation  of  the  lung,  there  resulted  a  fibrous  thickening  of  the 
framework  of  the  gland. 

In  another  class  of  cases,  not  very  frequent,  however,  gumraata 
are  found  in  the  lymphatic  glands.  Verneuil  reports  a  case  of  gum- 
mata  of  the  lymphatic  glands  of  the  inguinal  region,  in  which  the 
patient  suddenly  died  from  hemorrhage,  due  to  ulceration  of  the 

'  The  Lesions  of  the  Lymphatic  Glands,  by  V.  Cornil,  Journal  de  rAnatomie  de 
Robin,  1878. 
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femoral  vein.  Gonnet*  has  collected  in  his  thesis  the  cases  of  gum- 
mata  of  the  deep  and  superficial  lymphatic  glands. 

[Amyloid  degeneration  of  the  lymphatic  glands  has  been  met 
with  in  the  later  period  of  syphilis,  as  pointed  out  by  Virchow.] 

Syphilis  of  the  Testicles. — Syphilitic  lesions  of  the  testicles  con- 
sist in  gummous  nodules  of  the  epididymis,  which  supervene  at  the  end 
of  the  secondary  period,  and  later  in  orchitis,  which  may  be  either 
interstitial  or  gummous.  There  is  also  a  syphilitic  interstitial  orchitis 
of  new  born  children.^ 

GuMMATA  OF  THE  EPIDIDYMIS. — Towards  the  termination  of  the 
secondary  lesions  of  syphilis,  a  period  varying  from  four  months  to  a 
year  after  the  beginning  of  the  chancre,  there  is  occasionally  observed 
upon  the  epididymis  a  limited  induration,  generally  at  its  head.  The 
small  tumor,  varying  in  size  from  a  bean  to  a  walnut  or  larger,  is 
connected  to  the  testicle,  is  hard,  indolent,  and  may  easily  be  over- 
looked. More  rarely  it  is  situated  upon  the  body  of  the  epididymis, 
and  the  spermatic  cord  has  been  seen  swollen.  It  is  uni-  or  bilateral. 
There  is  no  accompanying  affection  of  the  tunica  vaginalis,  or  of  the 
skin. 

The  tumor  very  soon  disappears  under  treatment  by  mercury  and 
iodide  of  potassium. 

•  Goniiet,  Essai  clinique  sur  I'adenopathie  tertiaire.  See  also  Humbert,  These 
d'agr§gation  sur  les  iieoplasmes  des  ganglions,  1878. 

The  sarcocele  of  the  French  school  may  be  a  thickening  of  the  tunica  albu- 
ginea,  with  the  formation  of  new  fibrous  tissue  between  the  seminiferous  tubules, 
which  gradually  causes  the  absorption  of  these  last  and  takes  their  place.  This 
is  the  sclerous  sarcoceln  of  Fournier,  the  interstitial  orchitis  of  Cornil  and  Rau- 
vier,  the  diffuse  orchitis  of  Lancereaux,  or  the  syphilitic  albuginitis  of  Ricord. 
It  is  tliemost  common  manifestation  of  syphilis  in  the  testicle,  and  causes  atrophy 
of  this  organ  unless  arrested  by  treatment.  The  other  form  is  the  gumma  proper, 
a  plastic  product  accompanied  by  thickening  of  the  tunica  albuginea  and  hyper- 
plasia of  the  fibrous  septa.  The  gumma  may  be  circumscribed,  and  of  the  size 
of  a  walnut,  or  may  infiltrate  the  testicular  tissue  spreading  along  the  septa.  M. 
Reynier  reports  two  cases  of  the  first  variety,  and  refers  to  two  others,  one  by 
West  the  other  by  Ruber.  He  makes  a  distinction  between  superficial  gunimata, 
suppurating  speedily,  causing  ulceration,  and  yielding  to  treatment,  so  that  the 
intact  seminiferous  substance  may  regain  its  functions,  and  deep  gummata,  gen- 
erally parenchymatous,  rarely  suppurating,  of  slow  progress,  possibly  causing 
fungous  masses  wlien  opening  exteriorly,  and  yielding  to  treatment  after  the  tes- 
ticle has  been  reduced  to  a  shell  and  its  functions  destroyed.  Fungoid  formation 
does  not  necessarily  follow  suppuration. — Boston  Med,  ami  Suvj.  Journ.,  Oct.  23, 
1879,  Dr.  E.  Wigglesworth.J 
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The  nature  of  these  guramata  is  determined,  not  only  by  the  pre- 
vious history  of  the  patient,  but  also  from  the  fact  that  they  have  not 
followed  a  gonorrhoea,  and  that  they  promptly  disappear  under  spe- 
cific treatment. 

There  has  as  yet  been  no  histological  examination  of  these  tumors. 
They  are  supposed  to  consist  of  a  gummous  formation,  an  infiltration  of 
the  cellular  tissue  with  small  round  cells.  Since  the  presence  of  these 
tumors  does  not  stop  the  secretion  of  the  spermatic  fluid,  nor  the 
ejaculation  of  this  secretion  containing  normal  spermatozoids,  it  has 
been  concluded  that  they  are  situated  in  the  peripheral  connective  tis- 
sue of  the  ducts  of  the  epididymis,  and  not  in  the  ducts  themselves. 

[This  form  of  epididymitis  was  first  described  by  Dron,  some  twenty 
years  ago.  It  may  be  recognized  by  its  association  with  early  syphi- 
litic symptoms,  by  its  comparative  indolence  and  painlessness,  its 
situation  in  the  globus  major  instead  of  the  globus  minor,  and  its 
rapid  disappearance  under  constitutional  treatment. 

It  should  not  be  confounded  with  the  little  fibromata  which  occa- 
sionally occur  in  this  region. 

Bassereau,  Rollet,  Lancereaux,  and  Fournier  have  reported  cases. 
It  is  very  rare  for  the  aS'ection  to  spread  beyond  the  globus  major, 
although  in  a  few  instances  it  has  involved  the  whole  epididymis. 

Hill  has  seen^  two  cases  in  which  it  appeared  at  the  first  outbreak 
of  the  cutaneous  symptoms,  and  before  the  primary  sore  had  healed, 
but  usually  it  occurs  about  three  and  a  half  months  after  infec- 
tion. In  the  later  stages  the  epididymis  is  afiected  only  when  the 
testicle  itself  is  diseased.  Greenfield  reports^  one  case  in  which  at 
an  autopsy  a  small  gumma  was  found  in  the  epididymis,  but  does  not 
give  any  details.  The  case  is  presumably  the  only  one  of  the  sort 
thus  far  recorded.] 

Interstitial  Orchitis. — Interstitial  orchitis  of  the  adult,  in  ac- 
quired syphilis,  belongs,  like  gummous  orchitis,  to  the  period  of  the 
later  tertiary  lesions.  It  seldom  occurs  before  the  third  year.  It  is 
uni-  or  bilateral.  The  testicle  is  the  seat  of  an  inflammatory  thick- 
ening of  all  its  connective  tissue — a  chronic  interstitial  inflammation. 
The  epididymis  is  seldom  aff'ected  ;  if  it  be  involved,  it  is  its  head  that 
is  changed. 

At  the  beginning  of  intei'stitial  orchitis,  the  gland  is  larger  than 
['  Op.  cit.,  p.  291.] 

[2  The  British  Medical  Journal,  Jan.  20,  1877.] 
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normal,  its  oval  shape  is  retained,  and  the  enlargement  is  not  very 
marked.  If  the  disease  be  permitted  to  take  a  natural  course,  the 
gland  gradually  atrophies,  still  remaining  indurated.  There  is  fre- 
quently a  notable  effusion  into  the  tunica  vaginalis,  which  is  inflamed. 

When  a  syphilitic  testicle  has  been  removed  by  the  surgeon,  or 
when  it  is  examined  after  death,  there  is  seen  an  inflammation  of  the 
visceral  layer  of  the  tunica  vaginalis,  together  with  a  thickening  or 
roughness,  due  to  small  indurated  projections  which  involve  the  tunica 
albuginea. 

A  section  of  the  testicle  through  its  long  axis,  shows  the  fibrous 
partitions,  Avhich  run  from  the  body  of  Highmore,  thickened  and 
dense.  The  entire  organ  is  more  indurated  than  normal.  The 
seminal  tubes  cannot  be  drawn  out,  as  in  a  healthy  gland,  on  account 
of  their  attachment  to  the  new-formed  connective  tissue.  The  cut 
surface  is  gray  or  pink  at  the  beginning  of  the  disease  ;  later,  when 
the  testicle  is  atrophied,  it  has  a  fibrous  appearance. 

Section  of  the  tunica  albuginea  shows  the  membrane  to  be  irregu- 
larly thickened,  measuring  from  one  to  five  millimetres.  Its  very 
dense  tissue  passes  into  the  projecting  granulations  upon  its  surface. 
The  fibrous  trabeculse  which  traverse  the  gland  have  also  undergone 
the  same  change. 

The  distribution  of  the  interstitial  inflammation  in  the  parenchyma 
of  the  testicle  is  not  uniform  ;  there  are  seen  points  of  fibrous  tissue 
in  the  regions  where  the  inflammation  is  most  intense. 

A  section  examined  with  the  microscope,  after  hardening  and  stain- 
ing with  picro-carmine,  presents,  with  a  low  power,  the  seminal  tubes 
separated  by  large  bands  of  fibrous  tissue  infiltrated  with  round  cells. 
If  the  lesion  is  at  the  stage  of  acme,  the  thickened  connective  tissue 
has  the  characters  of  embryonal  tissue.  The  wall  of  the  seminal 
ducts  is  thicker  than  normal ;  instead  of  showing,  between  the  layers 
which  compose  it,  the  flat  cells  of  connective  tissue,  it  contains  swollen 
or  round  cells.  The  loose  connective  tissue  sui'rounding  the  ducts, 
formed  of  fasciculi  of  fibres,  is  infiltrated  with  numerous  round  cells, 
a  true  embryonal  transformation,  which  also  aftects  the  wall  of  the 
vessels. 

The  epithelial  cells  lining  the  seminal  ducts,  at  the  same  time  be- 
come granule- fatty,  round,  and  fill  the  lumen  of  the  ducts  (Fig.  83). 

In  proportion  as  the  thickening  from  the  growth  of  embryonal 
connective  tissue  becomes  more  marked,  the  compressed  ducts  are 
atrophied. 
27 
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When  the  lesion  is  seen  in  a  more  advanced  stage,  the  connective 
tissue,  still  relatively  very  thick,  becomes  fibrous  and  dense ;  the 
seminal  ducts  are  contracted  and  the  gland  progressively  atrophies. 


[Fig.  83. 


Syphilitic  testis,   a.  Tiibuli  aeniiuifui'i.  b.  A  part  of  the  round  cell  growth  hegiuaiug  to 
undergo  fatty-degenoration.  X  ISO.  (Erichsen.)] 

The  microscopical  examination  of  a  section  of  interstitial  atrophied 
orchitis,  demonstrated  the  slender  seminal  ducts,  isolated  in  the  midst 
of  a  compact  fibrous  tissue,  the  latter  possessing  a  few  flat,  round,  or 
oval  cells.  The  ducts  themselves  contained  some  granulo-fatty  cells, 
their  walls  were  very  thin,  but  still  retained  their  characteristics. 

The  symptoms  of  interstitial  orchitis  are  insidious ;  the  patient  does 
not  always  observe  them  at  the  beginning,  there  is  not  any  local  suf- 
fering, but  only  a  dull  pain  in  the  lumbar  region,  and  this  is  some- 
times absent.  The  disease  may  begin  in  one  or  in  both  testicles  at  the 
same  time  ;  after  having  affected  one,  it  may  later  invade  the  other. 

The  skin  of  the  scrotum  is  normal,  one  or  both  of  the  testicles  are 
increased  in  size,  a  tumor  is  observed  which  is  often  due  to  a  slight 
elfusion  into  the  tunica  vaginalis  with  the  hypertrophy  of  the  gland. 
The  epididymis  is  seldom  swollen.  Ricord  formerly  believed  that  the 
epididymis  and  cord  were  never  implicated,  but  later  observations 
have  shown  that  both  these  parts  of  the  spermatic  passage  may  at 
times  present  nodules  of  considerable  size. 

Upon  careful  palpation  of  the  testicle  there  may  be  noticed  the 
elastic  resistance  of  the  tunica  albuginea,  the  thickening,  the  uneven- 
ness,  the  small,  hard  granulations  upon  the  surface  of  the  organ,  all 
peculiarities  which  are  valuable  aids  to  diagnosis. 
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These  physical  signs  vaiy  according  to  the  age  of  the  lesion  while 
the  gland  is  hypertrophying ;  in  a  few  years  an  incurahle  fibrous 
atrophy  follows,  and,  as  a  consequence,  the  function  of  the  testicle  is 
lost,  there  is  no  formation  of  spei-matozoa,  and  impotency  results. 
The  latter  is  to  be  distinguished  from  sterility.  Fournier  maintains 
that  patients  who  have  the  testicles  indurated,  and  completely  atro- 
phied from  an  interstitial  orchitis,  may  still  have  sexual  connection. 
This,  however,  does  not  agree  with  the  general  opinion,  which  is,  that 
syphilitic  orchitis  destroys  the  capability  of  erection. 

Syphilitic  orchitis  is  to  be  diagnosed  from  tuberculosis  of  the  testi- 
cle. The  latter  disease  frequently  extends  along  the  spermatic  cord, 
and  terminates  by  suppuration  with  the  formation  of  fistulous  tracts; 
this  does  not  occur  in  syphilitic  orchitis.  Sarcocele,  carcinoma, 
sarcoma,  and  cystic  tumors  are  always  unilateral,  their  size  is  rela- 
tively much  larger,  and  their  progressive  rapid  evolution  is  very 
different  from  that  of  syphilitic  orchitis. 

A  syphilitic  testicle,  when  not  submitted  to  treatment,  slowly 
but  surely  progresses  to  a  fatal  atrophy  and  functional  loss  of  the 
organ.  But,  on  the  contrary,  under  the  combined  influence  of 
iodide  of  potassium,  and  mercurial  frictions  upon  the  scrotum,  the 
disease  is  almost  always  arrested  and  the  testicle  retains  its  function. 
To  accomplish  this  the  treatment  must  be  applied  during  the  first  stage 
of  the  disease. 

[The  following  table^  clearly  presents  the  main  points  of  difference 
between  encephaloid  carcinoma,  tubercle,  and  syphilis  of  the  testicle. 


Syphilitic  ORcniTis. 

Syphilitic  history. 

Usually  occurs  at  25  or  30 

years  of  age. 
Begins  in  the  testicle. 

Is  situated  primarily  in 
the  connective  tissue. 

Tendency  to  fibrous  de- 
velopment. 


Encephaloid  Cargixojia 
OF  Testicle. 

No  history  of  any  special 

condition. 
Any  age. 

Begins  in  the  body  of  the 
organ. 

Begins  by  the  deposit  of 
small  nodules  in  the 
seminiferous  tubules. 

Tends  to  formation  of 
patclies  of  softened, 
white,  pultaceous  ma- 
t(!rial. 


Tubercular  Orchitis. 

Tubercular  history. 

Not  often  seen  after  thirt}'. 

Begins  in  the  epididymis. 

Exists   primarily  in  the 
tubules. 

Tends  to  fatty,  caseous,  or 
purulent  degeneration. 


['  Founded  on  one  in  Agnew's  Surgery,  vol.  11.  p.  590.] 
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Syphilitic  Obchitis. 

Slow  in  its  progress. 
Skin  of  the  scrotum  rarely 
involved. 

Ulceration  or  suppuration 
rare. 

Fistulse  iincommon. 

A  feeling  of  great  weight, 
with  only  such  pain  as 
results  from  dragging  on 
the  cord. 

Tumor  very  hard ;  uni- 
form. 

Skin  of  scrotum  purplish 

and  \inaffected. 
Of  moderate  size  ;  rarely 

exceeds  twice  its  normal 

diameter. 
Painless  on  pressure. 
Botli  testicles  often 

alfected. 
Fungus  rare. 

No  discharge  or  bleeding. 

Lasts  many  years. 

Curable. 

No  involvement  of  ingui- 
nal glands  as  a  rule. 


ExcKnrAi.oiD  Caiicinoma 
OF  Testicle. 

Rapid  in  its  course. 
Skin  of  the  scrotum  finally 
involved. 

Ulceration  and  fungus 
common. 

Fistulfe  common. 

Pain  severe  and  lancina- 
ting in  advanced  stages. 

Soft  and  fluctuating. 

Network   of  large  veins 
over  surface  of  tumor. 
Attains  great  size.  ' 

Painless  on  pressure. 
Generally  only  one  testicle 

affected. 
Fungus  always  present  in 

advanced  stages. 
Bleeds   freely ;  offensive 

discharge. 
Rarely  extends  beyond  20 

months. 
Fatal. 

Inguinal,  iliac,  and  lum- 
bar glands,  and  cord 
affected. 


TUBERCULAK  OeOHITIS. 

Slow  in  its  progress. 
Skin  involved  only  just 

bcifore  the  formation  of 

abscess. 
Suppuration  common. 

Fistulae  common. 
Little  pain. 

At  first  hard,  knotty,  irre- 
gular. 

Skin  congested,  but  other- 
wise unaffected. 
Of  moderate  size. 

Painful  on  pressure. 
Often   both   testicles  af- 
fected. 
Fungus  common. 

Not  so  apt  to  bleed ;  dis- 
charge not  so  offensive. 
Lasts  several  years. 

Generally  incurable. 
Usuall}'  no  inflammation 
of  glands.] 


Interstitial  Orchitis  of  New-born  Children. — In  connection 
with  Coyne,  a  few  years  ago,  I  had  the  opportunity  of  examining  the 
testicles  of  a  child  three  years  old,  affected  with  hereditary  syphilis. 
The  seminal  ducts  were  found  separated  by  numerous  round  or  fusi- 
form cells. 

Parrot  and  Hutinel  have  especially  studied  syphilitic  testicles  in 
new-born  children.  Hutinel's  investigations  are  based  upon  ten  cases. 
The  testicles  are  slightly  enlarged,  and  harder  than  normal,  the 
scrotum  is  pendent,  the  epididymis  is  normal,  the  lesions  of  the  tunica 
albuginea  are  very  slight,  and  at  times  there  is  found  a  little  exudate 
upon  the  tunica  vaginalis,  a  few  lymph  cells  in  a  reticulum  of  fibrin. 

Both  testicles  are  similarly  changed,  and  more  uniformly  altered 
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than  with  the  adult,  ov  the  interstitial  orchitis  may  be  unilateral  and 
very  irregularly  disti'ibutcd. 

Tlie  lesion  consists  in  small  collections  of  round  embryonal  cells, 
resembling  lymph  cells,  arranged  in  the  connective  tissue  around 
the  artei'ioles  which  come  from  the  tunica  albuginea.  These  islands 
of  embryonal  tissue  are  arranged  similarly  to  those  met  with  in 
the  livers  of  new-born  syphilitic  children,  and  may  be  described  as 
small  gummata.  The  lesion  is  accompanied  by  a  more  or  less 
marked  diffused  interstitial  orchitis.  Or  there  is  only  seen  a  thick- 
ening from  the  new  formation  of  small  round  cells  of  the  connective 
tissue  of  the  testicle.  The  seminal  ducts  are  all  surrounded  with 
these  cells,  and  the  gland  undergoes  a  very  notable  hypertrophy. 
The  cells  within  the  ducts  become  granulo-fatty  and  atrophied. 
The  ducts  are  also  ati'ophied.  These  changes  vei-y  closely  resemble 
those  found  in  a  syphilitic  testicle  of  an  adult.  It  must  not,  how- 
ever, be  forgotten,  that  the  testicle  of  a  new-born  child,  in  the  normal 
state,  contains  embryonal  tissue  and  not  fibrous  connective  tissue. 
Therefore,  in  order  to  study  a  syphilitic  testicle  of  a  new-born  child, 
or  any  of  the  lesions  of  hereditary  syphilis,  the  normal  appearances 
of  these  organs,  according  to  the  age  of  the  child,  must  be  known. 

The  symptoms  of  this  affection  are  the  hypertrophy,  the  weight, 
and  the  general  or  nodular  induration  of  the  testicles.  Children  suf- 
fering with  this  disease,  usually  die  early  from  involvement  of  some 
important  organ. 

[Henoch  reports^  seven  cases  of  disease  of  the  testicles  accompany- 
ing infantile  syphilis,  these  being  enlarged,  hard,  and  inelastic,  and 
frequently  nodulated.  The  children  were  from  three  months  to  two 
and  one  half  years  of  age,  and  the  diseased  condition  usually  improved 
under  the  use  of  mercury.  In  the  case  of  one  child,  aged  two  and 
one-half  years,  the  general  appearances  had  vanished  after  thirty  in- 
unctions of  fifteen  grains  each  of  mercurial  ointment.  The  swelling  of 
the  testicles  did  not  disappear,  and  the  child  dying  three  months  later 
of  measles  with  diarrhoea,  the  autopsy  showed  both  testicles  still  very 
large  and  indurated.  Microscopical  examination  proved  extensive  in- 
terstitial hypertrophy  of  the  connective  tissue,  most  strongly  developed 
in  the  corpus  Ilighmori.    No  gummata  were  found. 

This  case,  like  a  case  of  Despr^s,  goes  to  prove  that  Avhen  fibroid 
new  formation  is  already  present  as  the  result  of  inflammation,  no 


['  Sclimidt's  Jahrbuch.    I3d.  178,  No.  4.] 
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diminution  of  the  size  of  the  testicle  need  be  expected  to  result  from 
the  use  of  mercui-j.  The  process  in  question  represents  an  interstitial 
orchitis  and  epididymitis,  and. may  be  classified  with  the  similar  con- 
ditions, occurring  in  cases  of  hereditary  syphilis,  in  the  liver  and  in 
the  cortical  substance  of  the  kidneys.'] 

GuMMOUS  Orchitis. — Gummous  orchitis  is  only  a  more  advanced 
statue  of  interstitial  orchitis.  The  cells  of  new  formation  are  local- 
ized  as  small  tumors,  seated  at  the  surface  of  the  gland,  near  the 
tunica  albuginea,  which  is  also  often  involved,  and  in  the  body  of 
Highmore.  They  are  seldom  found  in  the  connective  tissue,  which 
surrounds  the  epididymis  and  spermatic  cord.  They  are  always  ac- 
companied by  an  interstitial  orchitis,  and  peri-orchitis,  in  which  the 
inflamed  tunica  vaginalis  is  the  seat  either  of  an  effusion,  or  of  bands 
which  unite  the  visceral  and  parietal  layers.  Their  number,  size,  and 
grouping  are  variable.  Like  all  gummata,  they  are  characterized 
macroscopically  by  their  fibrous  induration,  and  centi'al  caseous  de- 
generation ;  microscopically  they  do  not  differ  in  structure  from  gum- 
mata found  elsewhere. 

The  symptoms  and  diagnosis  of  gummous  orchitis  are  the  same  as 
those  of  interstitial  orchitis,  except  that  the  nodules  and  irregulari- 
ties upon  the  surface  of  the  tunica  albuginea  are  more  apparent. 

Gummata  of  the  testicle,  like  interstitial  orchitis,  do  not  tend  to 
suppuration,  which  distinguishes  them  from  tuberculosis.  Rollet, 
however,  has  seen  gummata  complicated  with  ulcerative  inflammation 
of  the  skin  of  the  scrotum,  and  with  hernia,  or  fungus  of  the  substance 
of  the  testicle. 

Both  testicles  are  most  generally  afiected  in  syphilis,  while  only 
one  of  these  organs  is  diseased  in  cancer,  sarcoma,  enchondroma,  etc. 

The  prognosis  is  the  same  as  in  interstitial  orchitis,  and  their  treat- 
ment does  not  diff'er  from  that  of  this  lesion.  Castration  is  recom- 
mended as  a  remedy. 

Syphilis  of  the  Ovaries  and  Fallopian  Tubes. — Lecorche  and 
Lancereaux  have  described  three  cases  of  fibrous  thickening  of 
the  ovary.  But  to  me  these  cases  seem  very  doubtful.  Fibrous 
thickenings,  or  even  small  fibrous  tumors  of  the  ovary  found  post- 
mortem, and  still  more  so  the  tumors  felt  by  palpating  the  abdomen, 

['  Dr.  E.  Wiggleswortli  iu  Bost.  Med.  and  Surg.  .Jouru.,  vol.  xxiii.,  1S79.] 
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or  through  the  vagina,  are  of  doubtful  syphilitic  origin.  In  old 
women  the  ovaries  are  shrivelled,  and  become  very  hard ;  they  con- 
tain fibrous  nodules  due  to  the  final  transformation  of  the  corpora 
lutea,  and  may  also  present  a  myxomatous  or  calcareous  degeneration. 

Bouchard  and  Lepine  have  reported  a  case  of  salpingitis,  with  the 
development  of  soft,  reddish  tumors,  and  grayish  granulations  in  the 
Fallopian  tube. 

Syphilis  of  the  Kidneys. — These  glands  may  be  affected,  either 
during  the  secondary  or  tertiary  period  of  syphilis. 

During  the  first  months  which  succeed  the  infection,  it  has  several 
times  been  observed  that  an  intense  and  temporary  acute  albuminuria 
was  present.  Perroud,  of  Lyon,  has  noticed  two  cases  :  the  first,  in 
an  old  man,  where  the  albuminuria  had  probably  been  favored  by  a 
senile  change  of  the  renal  arterioles  ;  the  second,  in  a  young  girl,  who 
had  previously  been  exposed  to  cold,  which  may  have  been  partly  the 
cause  of  the  albuminuria. 

Lancereaux  reports  three  cases  of  albuminuria  following  the  second- 
ary period  of  syphilis.^  Two  were  a  long  time  under  mercurial  treat- 
ment, and  it  is  possible  that  the  mercury  Was  the  cause  rather  than 
the  syphilis.    The  amount  of  urine  passed  was  small. 

[Dr.  Drysdale,  of  London,  is  inclined  to  believe  that  after  the  brain 
and  liver,  the  kidneys  were  most  frequently  of  all  the  internal  organs 
affected  with  syphilitic  inflammation  and  neoplasms.  Although  most 
writers  on  albuminuria  did  not  admit  syphilis  as  a  cause,  he  is  from 
personal  observation  convinced  tliat  many  cases  of  that  disease  in 
adults  are  due  to  this  often  unsuspected  agency.  The  morbid  anatomy 
of  syphilitic  albuminuria  may  consist  of  diffuse  inflammation  of  the 
cellular  elements  of  the  kidney,  which,  as  in  the  case  of  syphilitic 
cirrhosis  of  the  liver,  spinal  cord,  etc.,  leads  to  destruction  of  the 
secreting  cells,  and  ultimately  to  fatty-degeneration  of  the  organ. 
The  disease  usually  commences  insidiously,  is  accompanied  by  ana- 
sarca, and  may  end  in  death  from  asthenia,  or  in  coma.  The  diagnosis 
is  made  out  by  the  history  of  the  case,  and  is  often  quite  clear ;  but 
even  when  the  history  is  indistinct,  assistance  may  be  gained  by 
noticing  whether  there  are  any  scars  on  the  liver  after  death.  No 
matter  what  treatment  had  been  employed.  Dr.  Drysdale  found  that, 
in  certain  cases  of  syphilis,  a  fatal  termination  occurred  by  the  in- 


•  La  Syphilis,  2d  edition,  pago  153. 
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siclious  commencement  of  nephritis,  usually  far  on  in  the  disease,  but 
occasionally  arising  precociously,  or  within  a  year  after  infection. 
The  latter  was,  however,  very  rare.  His  experience  was  that  the 
iodide  of  potassium  sometimes  was  useful  in  these  cases  ;  and  that  the 
prognosis  was  generally  very  bad.'] 

The  renal  lesions  of  tertiary  syphilis  consist  in  gummous  forma- 
tions and  amyloid  degeneration  of  the  vessels. 

Syphilitic  gummata  of  the  kidney  are  infrequent.  In  18G4  I  ob- 
tained a  kidney  which  contained  twenty-one  of  these  tumors  in  its 
cortical  substance.  It  occurred  in  an  old  woman,  who  during  life 
suffered  with  albuminuria  and  anasarca.^  The  liver  was  riddled  with 
characteristic  gummous  neoplasms.  The  kidneys  shoAved  an  amyloid 
degeneration  of  the  vessels  and  a  parenchymatous  nephritis.  The 
gummata  did  not  differ  from  these  new  formations  found  elsewhere. 
Three  zones  were  discernible :  1st,  a  peripheral  inflammatory  zone  in 
which  the  connective  tissue  infiltrated  with  small  cells  separated  the 
uriniferous  tubules,  the  glomeruli,  and  vessels  of  the  kidney  ;  2d,  a 
middle  zone  in  which  the  connective  tissue  predominated,  but  where 
tbe  glomeruli  and  some  tubules  were  seen  separated  from  one  another 
and  filled  with  the  neoplasm  ;  3d,  in  the  centre  the  fibrous  tissue  con- 
taining small,  atrophied,  and  granular  cells  ;  here  were  still  recognized 
atrophied  and  fibrous  glomeruli.    To  the  unaided  eye,  the  centre  of 


•[Fig.  84. 


The  peripheral  portion  of  a  gummous  growth  iu  the  Icidnoy,  showing  tho  amall-ceUed 
granulation  tissue  in  the  intertubular  tissiio.    X  200.  (Green)] 

the  gummata  were  yellow,  while  at  the  periphery  they  appeared  gray, 
and  in  contact  with  the  renal  parenchyma  they  were  more  or  less 
congested. 

In  connection  with  Coyne  I  had  the  opportunity  of  examining  a 
['■  The  Britisli  Medical  .Journal,  Aug.  23,  1879.] 

'  Cornil,  These  de  doctorat  sur  les  16sions  anatomiques  du  rein  dans  I'albumi- 
nurie,  page  50,  18G4. 
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similar  case,  in  which  there  was  only  one  gumma  ;  it  Avas  large,  homo- 
geneous, and  gray. 

Tugiiel,  Lancereaux,  Lallier,  Axel  Key,  and  others  have  reported 
analogous  cases. 

Simple  interstitial  nephritis  Avithout  guramous  formations,  and 
cicatrices  upon  the  surface  of  the  kidney,  have  been  observed  by 
Lancereaux,  and  reported  by  him  as  due  to  syphilis. 

The  symptoms  in  connection  with  this  lesion  are  the  cachexia  and 
albuminuria  with  their  usual  phenomena.  But  although  the  albumin- 
uria may  depend  upon  the  syphilis,  it  cannot  be  certainly  determined 
from  the  symptoms  alone  Avhich  one  of  the  renal  lesions  is  present, 
viz.,  amyloid  degeneration,  interstitial  nephritis,  parenchymatous 
nephritis  or  gummata. 

Albuminui'ia  occurring  in  tertiaiy  syphilis  rapidly  causes  an  in- 
curable cachexia. 

[The  best  and  most  comprehensive  article  upon  this  subject  recently 
published,  with  which  we  are  familiar,  is  one  by  Barthelemy,  entitled 
Some  Remarlcs  upon  Visceral  Syphilis  and  especially  upon  Renal 
Syphilis,^  in  which  he  gives  a  resume  of  the  discussion  which  took 
place  in  the  Clinical  Society  of  London,  January,  1880,  and  also 
adds  several  cases  relating  to  nephritis  of  specific  origin  Avhich  came 
under  his  own  observation. 

In  the  course  of  the  above  discussion,  Dr.  Coupland  reports  two 
cases  of  hereditary  syphilis.  The  first,  a  girl  13  years  old,  Avho 
presented  in  a  marked  degree  the  signs  of  inherited  disease.  At  the 
time  of  her  admittance  into  the  hospital  she  was  suffering  with  renal 
dropsy,  and  in  the  right  side  of  the  abdoniinal  cavity  was  a  very 
evident  hai'd  and  irregular  tumor,  connected  Avith  the  liver.  She 
died  after  remaining  in  the  hospital  three  months.  At  the  autopsy, 
two  large  guramous  tumors  Avere  found  in  the  liver.  The  spleen  was 
enlarged  and  indurated,  but  not  amyloid  in  nature.  The  kidneys 
presented  the  lesions  of  parenchymatous  nephritis. 

The  second  case,  a  girl  18  yeai-s  of  age,  Avas  one  of  a  family  oi 
thirteen  children  ;  seven  had  died  young,  and  there  had  been  two 
abortions.  There  was  no  history  of  infantile  syphilis,  nor  Avas  there 
any  trace  of  hereditary  disease.  Her  health  Avas  good  until  she  was 
15  years  of  age,  Avhen  a  periosteal  tumor  developed  near  the  knee. 
This  was  followed  by  other  nodes  upon  the  anterior  part  of  the  leg 

0 

['  Annals  de  Derm,  et  do  Syph.,  April,  1 881.] 
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and  forearm,  and  two  years  later  there  occurred  necrosis  of  the  frontal 
bone.  She  died  from  nephritis  and  a  phlegmon  of  the  right  leg, 
consecutive  to  a  suppurating  gummous  tumor  of  the  tibia.  At  the 
autopsy,  numerous  gummous  tumors  of  the  osseous  system  were  found. 
The  liver  contained  in  its  substance  a  small  gumma.  The  spleen  was 
enlarged,  but  not  amyloid.  The  kidneys  were  changed  as  in  the  first 
case — parenchymatous  nephritis. 

Hutchinson  remarked  that  lesions  similar  to  the  above  are  fre- 
quently met  with  in  early  syphilis  in  the  adult,  and  that  he  had  seen 
a  number  of  cases  during  their  life,  but  had  the  opportunity  of  mak- 
ing an  autopsy  only  in  four  or  five.  These  patients  were  generally 
endowed  with  great  vital  powers,  but,  if  death  resulted  from  syphilis, 
it  was  usually  due  to  a"  nephritis. 

Barlow  is  of  the  opinion  that  patients  attacked  with  congenital 
syphilis  are  very  susceptible  to  or  are  predisposed  to  nephritis. 

Mahomed,  on  the  contrary,  believes  that  most  cases  of  nephritis 
due  to  syphilis  are  primarily  cases  of  amyloid  degeneration.  He 
had  in  several  instances  seen  cases  of  granular  contracted  kidney 
associated  with  amyloid  degeneration  in  syphilitic  patients. 

In  concluding,  Coupland  said  he  was  convinced  that  patients  suifer- 
ing  for  a  long  time  with  syphilis  have  a  great  predisposition  to  be 
alfeeted  with  and  to  die  from  parenchymatous  nephritis. 

Barthelemy  believes  that  patients  who  have  contracted  syphilis 
are  more  frequently  affected  with  syphilitic  nephritis  than  is  gene- 
rally supposed,  and  that  the  renal  lesions  may  occur  during  the  sec- 
ondary as  well  as  the  tertiary  period.  These  lesions  are  parenchy- 
matous, interstitial,  and  amyloid.  They  are  always  grave,  and 
frequently  terminate  in  the  death  of  the  patient ;  but  they  are  not 
necessarily  fatal,  and  under  specific  treatment  may  recover. 

The  following  cases  are  given  by  Barthelemy  : — 

Case  I — E.  B.,  aged  31  years,  ironer,  admitted  into  hospital  on  Nov. 
26,  1879. 

Previous  History — Typhoid  fever  when  6  years  old,  neuralgic  pains 
when  menstruating  ;  general  health  good. 

Infecting  chancre  in  June,  1879.  In  August,  general  eruption  of 
papulo-squamous  syphilide.  From  September  she  has  suffered  very  much 
witli  headache,  both  day  and  night. 

Alopecia  of  scalp  and  eyebrows. 

For  five  months,  that  is,  since  one  montli  after  the  appearance  of  the 
chancre,  the  patient  has  noticed  a  swelling  of  the  face,  which  has  never  dis- 
appeared. 
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Present  Condition  Heudiiche  very  violent;   patient  cannot  sleep; 

great  tliirst  and  poor  appetite.  Frequent  urination  ;  obliged  to  get  up 
during  tiie  night  to  pass  water.  Subject  to  nocturnal  delirium.  Large 
amount  of  albumen  in  urine.  Tlie  face  is  swollen.  Vision  imperfect  for 
the  past  five  months.  Papulo-eroded  sypliilide  of  the  vulva.  Enlarged 
lymi)hatic  glands  in  both  groins. 

January  3,  1880.  Renal  symptoms  continue  (headache,  feebleness, 
trembling,  paleness,  swelling  of  lace,  albuminuria). 

January  7th.  Headache  progressively  disappeared  ;  also  the  oedema  of 
the  face.  There  remains  some  paleness.  Strength  returning.  Delirium 
ceased. 

January  15th.  The  patient  left  the  hospital.  She  is  evidently  conva- 
lescent, but  not  recovered  from  her  syphilis  or  nephritis.  She  has  no 
swelling  of  the  face,  but  is  still  pale  ;  no  headache,  but  some  imperfect 
vision.    The  albuminuria  is  still  present. 

Barthelemy,  in  commenting  upon  this  case,  says  it  is  a  demon- 
stration of  the  early  appearance  of  albuminuria  in  syphilis,  and  lie 
does  not  think  there  is  any  proof  of  the  albuminuria  being  a  simple 
coincidence,  giving  the  following  reasons :  First,  that  the  patient 
■worked  only  at  ironing  clothes,  and  was  not  exposed  to  wet  or  damp. 
Second,  that  she  had  not  taken  cold.  And,  finally,  that  she  had 
neither  the  habits  nor  symptoms  of  an  alcohol  drinker. 

Case  II.  is  the  history  of  a  patient  in  whom,  previous  to  the  con- 
traction of  syphilis,  albumen  had  appeared  in  the  urine.  The  albu- 
minuria, which  evidently  was  not  of  specific  origin,  was  not  at  all  in- 
fluenced by  anti-syphilitic  treatment. 

Case  III  A.,  three  years  before  entering  the  hospital,  had  con- 
tracted syphilis.  At  the  time  she  presented  herself  for  treatment  she  had 
mucous  patches  in  the  throat  and  upon  the  vulva,  continual  frontal  head- 
ache and  vertigo.  No  allmmen  in  the  urine.  After  three  months  of  anti- 
syphilitic  treatment  she  left  the  hospital  recovered.  Four  months  later 
there  was  swelling  of  tiie  thighs  with  pain,  which  soon  involved  the  whole 
lower  extremities. 

There  was  no  cardiac  disease,- or  any  pain  in  the  mmxl  region.  In  a 
few  days  the  headache  returned,  oedema  of  face  and  genitals  was  also  added 
to  the  other  symptoms.  Dyspnoja  was  very  intense.  An  examination  of 
the  urine,  which  she  passed  in  large  amount,  showed  albumen  to  be  pre- 
sent in  considerable  quantity  (22  grammes  in  a  litre). 

During  the  treatment,  which  was  continued  for  seven  months,  and  was 
chiefly  anti-syphilitic,  the  patient  had  suffered  with  a  large  abscess,  situated 
upon  the  right  buttock.  At  the  time  she  left  the  hospital  an  examinatioa 
of  her  urine  showed  only  a  very  slight  trace  of  albumen,  nitric  acid  causing 
only  an  insignilicant  cloudiness,  and  her  general  health  was  such  as  to 
lead  to  the  conclusion  that  complete  recovery  was  to  be  expected. 
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This  case  Barthelcmy  considers  interesting,  as  it  demonstrates  the 
gravity  of  nephritis  in  syphilitic  patients,  the  recovery  of  the  kidney 
affection  under  specific  treatment,  and  of  itself  warrants,  in  his 
opinion,  the  conclusion  that  the  renal  disease  was  of  a  specific 
character. 

Case  IV  C,  age  55  years,  jeweller,  entered  the  hospital  April  2d, 

1877.  At  18  years  of  age  lie  had  a  discharge  from  the  urethra  vviiich 
lasted  three  months.  This  was  treated  with  anti-blenorrhagics  as  usual. 
The  patient  had  never  noticed  the  presence  of  a  chancre ;  his  general 
health  remained  good. 

In  1867,  witliout  any  appreciable  cause,  he  was  attacked  with  violent 
neuralgic  pains,  which  continued  day  and  night,  but  were  more  severe  in 
the  head  during  the  night ;  they  lasted  about  two  years. 

In  1869  the  patient  noticed  upon  the  forehead,  above  the  left  eyebrow, 
a  tumor,  which  rapidly  increased  to  half  the  size  of  a  walnut.  The  tumor 
was  soft  and  fluctuating,  and  in  a  few  days  discharged  a  serous  fluid.  Soon 
after,  alongside  of  the  preceding  tumor,  another  tumor,  which  ran  the  same 
course,  was  perceived.  Within  a  month  the  entire  scalp  was  covered  with 
an  eruption,  especially  in  the  occipital  region,  where  it  was  confluent. 
After  tlie  evolution  of  these  small  tumors  thex-e  remained  deep  cicatrices. 
With  the  eruption  of  the  tumors  the  headache  disappeared,  and  the  patient 
had  several  years  of  good  health. 

In  January,  1877,  he  was  attacked  with  violent  pain  in  the  left  arm,  more 
severe  during  the  night.  A  month  later  an  exostosis  appeared  upon  the 
left  humerus.  In  March  pain  was  felt  in  the  left  buttock  and  groin,  re- 
sembling that  in  the  arm.  At  the  same  time  the  left  femur  at  the  upper 
tliird  increased  in  size. 

In  this  condition  C.  was  first  admitted  into  the  hospital,  May,  1877. 
There  is  no  doubt  that  he  was  suffering  with  syphilis,  although  he  was 
ignorant  of  the  fact,  and  had  not  been  under  treatment  for  this  malady. 
He  left  the  hospital  in  October,  1877,  and  remained  in  good  health  until 
March,  1880,  when  there  rapidly  appeared  several  symptoms,  such  as  gen- 
eral weakness,  inability  to  make  the  slightest  exertion,  tendency  to  sleep, 
sadness,  inactivity,  etc.  His  mind  acted  slowly,  conversation  was  incoher- 
ent, memory  failing,  was  always  cold,  even  in  May.  There  was  no  fever  and 
his  appetite  was  not  good.  He  suffisred  no  pain  except  headache,  which  was 
continual  day  and  night.  There  were  sometimes  painful  cramps  in  the  legs, 
especially  at  night.  Vertigo  ;  no  paralysis.  No  difllieulty  in  speaking. 
No  cedema.  Finally,  there  occurred  slight  swelling  of  the  face,  and  an 
examination  of  the  urine  showed  the  presence  of  a  considerable  amount 
of  albumen.    He  died  comatose  a  few  days  after  re-entering  the  hospital. 

Autopsy — The  left  pleural  cavity  contained  about  forty  ounces  of  clear 
fluid.  The  left  lung  was  compressed,  otherwise  healthy.  The  right  lung 
much  congested.  Heart  normal  in  size  ;  mitral  valve  thickened  and  athe- 
romatous, but  competent. 

Cranium. — The  scalp  was  removed  Avith  difficulty,  the  skin  was  thin, 
adherent  to  the  bone  and  clianged  into  a  nodular  tissue.  The  posterior 
third  of  the  second  frontal  convolution  had  upon  it  a  marked  depression, 
forming  a  cavity,  half  as  large  as  an  almond,  covered  by  a  layer  of  the  pia 
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mater,  which  was  not  thickened.  In  the  cavity  of  the  depression  there  was 
neitlicr  inHaininatory  product  nor  new  formation.  The  arteries  at  tiie  base 
of  tlie  brain  were  not  atheromatous.  Tiie  remainder  of  the  brain  was 
normal. 

Abdomen  Spleen  normal,  liver  slightly  fatty-degenerated. 

Kidneijs  The  capsule  was  easily  removed.  Upon  the  surface  of  the  cor- 
tical substance  were  seen  numerous  hard,  yellow-wliite  lenticular  nodules, 
indicating  a  marked  granulo-fatty-degeneration.  Tlie  change  was  more 
evident  in  the  left  kidney,  which  was  also  smaller  tiian  the  right.  The 
organ  macroscopically  resembled  very  much  a  cirrhotic  liver;  the  surface 
was  yellow,  mammillated,  and  wrinkled.  Upon  section  the  fatty-degenera- 
tion was  more  evident.  The  entire  cortex  was  white  and  much  thickened, 
and  its  separation  from  tlie  medullary  part  was  very  indistinct.  There 
was  no  trace  of  caseous  foci  or  gummata. 

A  microscopic  examination  was  made  by  Dr.  Balzer.  Sections  of  the 
kidney  were  treated  with  picro-carmine  and  also  methylaniline.  The  latter 
reagent  showed  the  presence  of  advanced  amyloid  degeneration.  The 
capsule  of  tiie  glomerules  was  thickened,  fibrous  ;  some  of  the  latter  were 
wholly  converted  into  fibrous  tissue.  The  fibrous  tissue  througliout  the 
entire  organ  was  very  much  increased.  These  changes  were  indicative 
of  interstitial  nephritis. 

The  modifications  found  in  the  uriniferous  tubules  were  well  marked. 
The  tubules  were  compressed,  atrophied,  and  in  places  difficult  to  recog- 
nize. Their  epithelial  lining  was  granular  and  disintegrating.  The  centre 
of  the  tubules  was  occupied  by  refracting  masses,  as  described  by  Cornil, 
granular  corpuscles  and  free  fat  granules.  These  changes,  in  connection 
with  those  previously  described, "demonstrated  the  presence  of  several  path- 
ological processes,  amyloid  degeneration,  interstitial  nephritis,  and  paren- 
chymatous nephritis. 

In  review  of  this  case  Barth^lemy  observes  that  there  was  evi- 
dently an  unusual  form  of  nephritis,  in  which  the  early  symptoms 
escaped  notice,  and  that  it  is  evident  from  the  many  and  profound 
lesions  which  existed  that  it  had  been  of  long  duration. 

No  explanation  of  the  occurrence  of  the  disease,  could  be  elicited 
from  the  patient  when  minutely  questioned.  Prolonged  suppuration 
or  tuberculosis  were  not  present  to  account  for  the  amyloid  degenera- 
tion. This  latter,  however,  is  one  of  the  results  of  syphilis,  and  in 
default  of  other  causes  may  not  the  syphilis,  which  was  neglected  and 
which  had  so  seriously  implicated  the  skin  and  bones,  be  considered 
an  immediate  agent  ?  The  case  to  him  appears  as  one  of  nephritis 
due  to  or  constituting  a  tertiary  lesion. 

Barth^lemy  has  not  personally  met  with  any  cases  of  syphilis  of  the 
primary  period,  in  which  albuminuria  was  present.  Cases,  however, 
have  been  reported  by  Perraud  and  Lancereaux.  Nephritis  of  the 
secondary  period,  on  the  contrary,  is  not  of  unusual  occurrence. 
Nearly  all  writers  on  syphilis,  from  Boyer  to  Fournier,  Lancereaux, 
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Cornil,  Guiol,  Brouardel,  and  Descout,  have  seen  and  reported  cases 
of  this  affection. 

The  conclusions  arrived  at  by  Barth^lemy,  from  his  study  of  the 
subject,  are  the  following:  — 

Nephritis  is  one  of  the  complications  of  all  the  periods  of  syphilis, 
even  in  the  acquired  form. 

It  is  always  a  grave  lesion,  at  times  curable,  not  only  in  the  adult, 
when  a  consequence  of  acquired  syphilis,  but  also  in  children  aff'ected 
with  the  hereditary  form.  It  has,  with  the  other  lesions  of  specific 
origin,  the  common  character  of  gravity  in  proportion  to  the  age  of 
the  syphilis  ;  the  length  of  time  during  which  antisyphilitic  treatment 
has  been  employed  has  also  its  influence  upon  prognosis. 

Children  aff'ected  with  hereditary  syphilis  may  either  die  early 
with  lesions  which  may  be  referred  to  the  kidneys,  or  they  may  re- 
cover in  spite  of  those  lesions. 

In  cases  of  nephritis  in  adults  it  is  advisable  to  ascertain  if  there  is 
a  specific  origin  for  the  renal  lesion,  either  acquired  or  hereditary.] 
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CHAPTER  XIV. 

TREATMENT  OF  SYPHILIS. 

Mercurial  medication — The  anti-mercurialists — The  absorption  and  elimination  of 
mercury — Mode  of  administration  and  its  different  preparations  in  the  treat- 
ment of  syphilis — Iodide  of  potassium — Manner  of  administration  and  doses. 

In  the  course  of  this  work  the  principal  manifestations  of  syphilis 
and  the  requisite  treatment  thereof  have  been  considered.  The 
therapeutic  indications  in  the  case  of  infecting  chancres,  mucous 
patches,  superficial  and  deep  cutaneous  syphilides,  and  the  tertiary 
phenomena  have  been  so  fully  treated  of  that  it  is  necessary  now 
merely  to  recall  in  a  general  way  the  most  rational  course  of  thera- 
peutics to  be  pursued. 

It  has  been  shown  that  the  first  two  stages  of  syphilis  are  amenable 
to  treatment  by  mercury — the  third  stage  to  that  by  iodide  of  potas- 
sium. Physicians  sometimes  prescribe  the  iodide  at  the  very  outset 
of  the  disease,  or  they  may  employ  the  mixed  treatment,  and  although 
it  is  necessary  to  take  into  account  the  regimen,  the  administration  of 
tonics,  etc.,  it  will  always  be  found  that  mercury  and  the  iodide  of 
potassium,  used  as  above  mentioned,  form  the  basis  of  all  special 
therapeutic  treatment.  It  will  be  proper  in  this  place  to  inquire  into 
the  use  of  these  two  remedies. 

A,  Mercurial  Medication. — Mercury  was  employed  as  a  remedy 
in  syphilis  at  the  close  of  the  fifteenth  and  at  the  commencement  of 
the  sixteenth  century,  at  a  time  when  this  malady  established  itself 
in  Europe  with  a  violence  of  which  we  happily  at  this  time  have  no 
conception. 

At  that  period  mercury  was  given  in  the  form  of  ointments,  plas- 
ters, or  fumigations.  The  evils  arising  from  its  administration,  often 
given  over  to  charlatans,  became  worse  than  the  disease  itself.  The 
very  large  doses  of  mercury  given  thus  by  means  of  friction,  baths, 
and  sweatings  led  to  Salivation,  ulcers  of  the  mouth,  to  tiie  breaking 
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and  falling  out  of  the  teeth,  to  cachexias  and  palsies.  The  introduc- 
tion of  guaiacum  and  of  the  sudorifics,  which  were  advanced  as  sove- 
reign remedies  in  the  cure  of  syphilis,  was  hailed  as  a  deliverance. 
From  this  time  the  physicians  divided  themselves  into  Mercurialists 
(Vigo,  Fracastor, Massa,  Botal,  and  Kondelet),  and  Anti-mercurialists 
(Torella,  Fernel,  Fallope,  etc.).  Shortly  afterwards  mercury  was 
used  internally,  at  times  in  the  form  of  the  red  oxide,  at  others  as 
the  deutoxide,  or  in  pills  of  metallic  mercury — the  latter  form,  accord- 
ing to  accounts  of  the  times,  being  taken  by  Francis  I.  The  employ- 
ment of  mercury  was  still,  however,  nearly  always  pushed  to  the 
production  of  salivation. 

Nevertheless  at  the  commencement  of  the  eighteenth  century,  Chi- 
coyneau,  and  the  school  of  Montpellier,  substituted  for  salivation — 
now  considered  useless — more  moderate  doses  with  a  prolonged  course 
of  medication,  called  the  method  of  elimination.  In  our  time,  Brous- 
sais  and  his  followers,  Deruelles,  Devergie  the  elder,  and  others,  con- 
sidering syphilis  as  a  collection  of  non-specific  inflammatory  lesions, 
treated  it  by  bleeding  and  by  attention  to  the  diet. 

Fergusson,  Thompson,  etc.,  also  treated  their  patients,  in  England, 
without  mercury.  It  is  necessary  to  count  among  the  anti-mercu- 
rialists the  partisans  of  syphilization,  Auzias-Turenne  and  Sp^rino, 
who,  seeking  a  sort  of  vaccination  for  syphilis,  believed  they  could 
cure  it,  and  place  a  patient  beyond  the  reach  of  its  poison  by  inocu- 
lating him  with  the  pus  from  a  simple  chancre.  The  well-established 
dualism  of  chancroid  and  syphilis  has  terminated  these  attempts. 

Murphy  (1839),  in  England,  Joseph  Hermann  (1855),  and  Lori- 
mer,  in  Vienna,  endeavored  to  show  that  mercury  was  the  sole  cause 
of  the  secondary  and  tertiary  phenomena  of  syphilis.  Kletzinsky 
having  proved  that  the  use  of  iodide  of  potassium  tended  to  ehminate 
mercury  from  the  system,  Melsens  argued  from  this  that  iodide  of 
potassium  acts  in  the  third  stage  of  syphilis  merely  because  it  drives 
out  the  mercury,  the  cause  of  all  the  evil.  Kussmaul  (1866)  and 
Virchow  by  a  long  study  of  the  histological  effects  on  the  one  hand  of 
mercurialism,  and  on  the  other  of  constitutional  syphilis,  had  no  diffi- 
culty in  proving  that  there  is  no  analogy  between  these  phenomena. 

At  the  present  time  the  number  of  anti-mercurialists  is  very  small, 
our  esteemed  colleague,  M.  Despr^s,  being,  we  believe,  the  only  repre- 
sentative of  this  doctrine  in  France.  M.  Despr^s  regards  the  tertiary 
pi'oductions,  especially  the  gummata,  as  traces  -of  chronic  inflamma- 
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tions,  similar  to  those  resulting  from  purulent  infection,  and  he  denies 
that  they  possess  any  specific  quality.  According  to  him,  syphilis 
should  not  be  obstructed  in  its  onward  course  any  more  than  an 
eruptive  fever  should,  and  he  confines  his  treatment  to  the  giving  of 
tonics  to  sustain  the  strength  of  his  patients. 

Although  the  ultra  anti-mercurialists  have  nearly  disappeared, 
many  of  the  syphilographers,  Diday,  Lancereaux,  Jullien,  etc.,  en- 
lightened by  the  noi'uial  progress  of  syphilis,  by  no  means  give  mer- 
cury in  every  case,  and  they  can  thus  be  classed  with  the  moderate 
mercurialists  in  comparison  with  Fournier,  who  invariably  employs 
this  drug,  and  continues  its  use  after  all  phenomena  have  disap- 
peared. 

Absorption  and  Elimination. — The  usual  avenues  by  which  mer- 
cury effects  its  entrance  into  the  system  are  the  skin,  the  respiratory 
passages,  the  alimentary  canal,  and  the  subcutaneous  cellular  tissue, 
according  as  we  employ  friction  with  mercurial  ointment,  baths,  fumi- 
gations, soluble  preparations — as  Yan  Swieten's  solution — pills  of 
the  protiodide  or  biniodide,  or  hypodermic  injections.  By  cuta 
neous  friction  or  by  fumigation  mercury  may  be  made  to  penetrate 
the  skin,  where  it  is  found  in  a  fine  metallic  granular  condition  in  the 
epidermis.  Glibler  and  Neumann  state  that  mercury  reaches  the 
sweat  glands  and  the  hair  follicles.  Rindfleisch,  and  more  recently 
Fleischer,  have,  however,  failed  to  find  ic  either  in  these  glands  or 
in  the  rete  mucosum.  It  is  certain  that  by  means  of  friction  mercury 
may  be  absorbed,  and  will  enter  the  blood  independently  of  the  vapor 
which  is  taken  up  by  the  pulmonary  surfaces.  Does  it  penetrate  the 
skin  as  a  chloride  under  the  influence  of  the  sweat  (Miiller),  or  sim- 
ply as  a  vapor,  as  is  held  by  Rabuteau  ?  The  experiments  of  V. 
Regnauld  and  of  M.  Merget,  on  the  volatilization  of  mercury  at  all 
temperatures,  and  on  the  quickness  of  the  separation  of  its  molecules, 
tend  to  support  this  latter  theory.  Mercury  is  •  unquestionably  vola- 
tilized and  disintegrated  when  it  is  incorporated  with  the  fats  in 
ointments. 

According  to  M.  Mialhe,  mercury  taken  into  the  stomach  is  inva- 
riably transformed  into  the  bichloride,  by  the  hydrochloric  acid  of  the 
gastric  juice,  and  is  absorbed  in  this  form  in  combination  with  the 
albuminoid  substances  of  the  plasma.  M.  Rabuteau,  on  the  contrary, 
holds  that  the  salts  of  mercury  are  reduced  in  the  stomach  or  in  the 
blood,  giving  metallic  mercury  as  the  result.  For  example,  the 
bichloride  decomposes  into  the  chloride  of  sodium,  and  mercury  is 
28 
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precipitated.  The  protiodide  is  transformed  first  into  mercury  and 
the  biniodide.  This  is  still  further  changed  by  giving  an  iodide  (of 
sodium  ?),  which  is  found  in  the  urine. 

While  considering  the  manner  in  which  mercury  is  absorbed  by  the 
skin,  and  the  mucous  membrane  of  the  digestive  tract,  it  should  be 
borne  in  mind  that  the  entrance  of  mercury  into  the  blood  is  very 
rapidly  and  easily  accomplished ;  and  that  absorption  takes  place 
with  still  greater  certainty  and  rapidity  by  way  of  the  respiratory 
passages,  and  by  means  of  subcutaneous  injections. 

There  is  not  only  this  uncertainty  regarding  its  precise  condition  at 
the  time  of  absorption,  but  we  are  even  less  well  informed  as  to  the 
manner  in  which  mercury  is  retained  in  the  organs,  and  as  to  the  com- 
binations it  forms  with  the  cellular  elements  and  fluids  of  the  body. 
It  is  known  that  the  glands,  the  liver,  the  kidneys,  and  other  organs, 
such  as  the  brain,  store  it  up  in  part,  and  that  at  the  same  time  there 
is  a  process  of  elimination  going  on  through  the  urinary,  salivary, 
cutaneous,  mammary,  and  other  secretions.  The  elimination  through 
the  milk,  which  contains  an  appreciable  quantity,  acting  through  the 
nurse  to  whom  it  has  been  given,  has  been  put  to  good  use  in  the  treat- 
ment of  infants  affected  with  hereditary  syphilis.  The  kidneys  are, 
however,  the  principal  organs  through  which  mercury  is  eliminated. 
The  iodides,  the  bromides,  and  the  alkaline  chlorates  aid  this  process 
of  elimination  by  favoring  the  formation  of  double  salts.  For  example, 
the  iodide  of  potassium  is  eliminated  in  the  form  of  a  double  iodide  of 
mercury  and  potassium.  The  same  is  the  case  with  the  chlorate  of 
potassium,  which  is,  as  is  well  known,  a  useful  remedy  when  it  becomes 
necessary  to  combat  the  toxical  effects  of  mercury,  which  is  then  elimi- 
nated in  the  form  of  a  double  chloride  of  mercury  and  potassium. 

Mercury  remains  in  the  system  for  some  time  after  it  has  been 
continuously  employed  for  a  long  period.  It  has  been  found  in  the 
viscera  many  months,  and  even  a  year  after  mercurial  treatment  had 
been  suspended. 

Physiological  Action. — The  action  of  mercury  upon  healthy  organ- 
isms varies  according  to  the  dose  and  the  manner  in  which  it  is  given. 
When  the  ordinary  therapeutic  dose  is  employed,^  patients  placed 

'  It  may  be  given  in  the  dose  of  from  tliree-qnarters  to  one  and  a  half  grains  of 
the  protiodide,  in  the  form  of  pills  ;  or  from  \  io  \  grain  of  the  biniodide, 
in  compound  syrup  of  the  biniodide  ;  or  in  the  form  of  Van  Swieten's  solution, 
in  the  dose  of  from  \  io  \  grain  of  the  bichloride  of  mercury ;  or  as  the  pills 
of  Sedillot, 
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under  this  treatment  rarely  experience  any  toxical  symptoms,  even  if 
the  medication  be  carried  on  continuously  for  several  weeks.  Some- 
times, however,  the  bichloride  of  mercury  is  badly  supported  by  the 
stomach  ;  at  times  it  nauseates  and  even  produces  vomiting ;  and  it  is 
for  this  reason  that  it  is  generally  given  in  milk  or  sweetened  water. 
Pills  of  the  protiodide  frequently  cause  pain  in  the  stomach,  or 
diarrhoea,  and  to  guard  against  these  accidents,  opium  is  often  incor- 
porated with  them. 

What  is  the  result  of  this  treatment  ? 

According  to  M.  Rabuteau,  mercury  in  these  small  doses,  acts  in 
the  same  manner  as  arsenic,  as  an  arrester  of  destructive  metamor- 
phosis. Rabuteau,  in  experiments  upon  himself,  has  shown  quite  a 
notable  diminution  in  the  quantity  of  urea  secreted  during  the  24 
hours.  But  these  experiments,  we  think,  require  repetition  and  con- 
fii-mation.  The  examination  of  the  blood  has  produced  very  variable, 
and  even  opposite  results.  Thus,  while  Bretonneau,  Trousseau,  etc. 
speak  of  a  remarkable  fluidity  of  the  blood,  and  of  the  want  of  its 
coagulability,  Lemaire  and  G^lis  conclude  from  experiments  made 
under  the  supei'vision  of  Bouillaud,  that  the  mercurial  treatment 
augments  the  plasticity  of  the  blood. 

It  has  already  been  noticed  (page  165)  that  mercurial  treatment 
moderates  the  diminution  of  the  number  of  red  blood-corpuscles, 
caused  by  syphilis^  and  at  first  even  stops  it ;  but  at  the  end  of  a 
certain  period,  notwithstanding  the  administration  of  mercury,  or  on 
account  of  it,  the  number  of  red  corpuscles  diminish.  The  experi- 
ments made  by  Wilbouchewitch,  at  the  hospital  du  Midi,  have  been 
repeated  by  Keyes  in  America.  This  author  concludes  that  mercury 
given  in  small  doses,  even  for  a  long  period,  increases  the  number  of 
red  corpuscles,  and  that  it  acts  as  a  tonic  in  augmenting  the  Aveight  of 
the  body,  even  in  the  case  of  non-syphilitics  ;  but,  on  the  contrary, 
given  to  excess,  it  diminishes  the  number  of  red  corpuscles. 

When  mercury  is  given  in  large  doses,  it  has  been  demonstrated 
by  the  researches  of  Gubler,  confirmed  by  those  of  Wilbouchewitch, 
that  the  number  of  red  corpuscles  diminishes  very  rapidly.  According 
to  Hallopeau,  who  has  recently  published  a  very  complete  monograph 
on  the  physiological  and  therapeutical  action  of  mercury  (Th^se 
d'agr^gation,  1878),  the  inflammations,  the  increased  secretion, 
and  the  disorders  of  nutrition  observed  in  mercurial  poisoning,  are 
probably  due  to  two  causes :  1st.  To  the  presence  in  the  blood  of  an 
oxide  of  mercury,  in  a  soluble  combination  with  the  albumen  and 
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chloride  of  sodium.  2d.  To  the  rapid  destruction  of  the  red  blood- 
corpuscles.  • 

When  mercury  is  given  in  a  still  larger  dose,  or  when  it  is  em- 
ployed in  a  manner  -which  renders  its  absorption  very  rapid,  such  as 
by  mercurial  friction,  fumigation,  calomel  in  divided  doses,  touching 
mucous  surfaces  or  soi'es  by  the  acid  nitrate  of  mercury,  etc.,  stoma- 
titis and  salivation  rapidly  follow,  but  are  symptoms  not  sought  after 
in  these  days,  it  being  now  believed  that  the  dangers  of  these  condi- 
tions, which  are  in  many  cases  of  extreme  gravity,  sometimes  even 
resulting  in  rapid  death,  are  totally  disproportionate  to  the  advan- 
tages derived  therefrom. 

Trifling  examples  of  mercurial  poisoning  are,  however,  frequently 
seen  from  time  to  time,  such  as  a  redness  or  swelling  of  the  gums,  a 
moderate  thickening  of  the  tongue,  a  little  increase  of  salivary  secre- 
tion, or,  in  other  words,  slight  salivation.  In  a  more  advanced  stage 
the  gums  are  swollen,  and  there  are  noticed  whitish  patches,  due  to 
the  saturation  and  to  the  desquamation  of  the  superficial  layers  of  the 
epithelium,  ulcerations  of  the  gums  and  of  the  internal  surfaces  of  the 
cheeks,  with  excessive  salivation,  breaking  off  of  the  teeth,  swelling 
and  thickening  of  the  tongue,  glossitis,  and  fetid  breath. 

To  illustrate  the  grave  character  of  this  symptom  in  certain  cases, 
it  is  not  necessary  to  go  back  to  the  ravages  of  mercury  during  the 
fifteenth  and  sixteenth  centuries,  of  which  Jean  de  Vigo,  Ulrich  de 
Hutton,  etc.  have  left  us  a  description.  I  myself,  on  one  occasion, 
during  my  residence  at  the  Saint  Louis  Hospital,  assisted  at  the  cau- 
terization of  a  sei'ies  of  cases  of  lupus  by  acid  nitrate  of  mercury. 
The  next  day,  all  the  unfortunate  subjects  were  affected  with  stoma- 
titis, and  two  of  the  number  died  within  a  few  days  from  its  effects. 
The  antidote,  which  is  quite  efficient,  but  which  should  be  employed 
before  the  stomatitis  has  become  intense,  is  the  chlorate  of  potassium, 
Avhich  is  given  in  solution  in  doses  of  from  sixty  grains  to  one  hundred 
and  fifty  grains  a  day.  It  is  necessary  merely  to  allude  to  chronic 
mercurial  poisoning,  as  in  the  case  of  workmen  employed  in  the 
silvering  of  mirrors,  and  as  is  still  seen  among  the  miners  of  Almaden. 
The  cachexias,  palsies,  convulsions,  nervous  afi"ections,  albuminuria, 
and  aneurisms  which  are  observed  under  these  conditions  never  pre- 
sent themselves  in  a  syphilitic  undergoing  proper  treatment. 

While  studying  the  general  action  of  mercury  upon  the  composition 
of  the  blood,  and  its  effect  upon  the  excretions,  a  few  words  should 
be  said  in  relation  to  its  local  action,  and  its  power  as  a  parasiticide. 
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In  contact  with  the  skin,  it  often  produces  an  artificial  vesicular  erup- 
tion. It  rapidly  kills  pediculi  and  their  eggs,  as  well  as  the  eggs  of  all 
insects  and  inferior  organisms,  and  all  cutaneous  vegetable  parasites. 
Finally,  the  local  cauterant  action  of  mercury  is  of  great  service  in 
many  forms  of  ulcers  and  inflammations,  whether  of  syphilitic  origin 
or  not.  The  general  effect  of  mercury  having  thus  briefly  been  con- 
sidered, its  action  in  syphilis  must  be  investigated.  Of  the  beneficial 
effect  of  this  action  there  can  be  no  doubt ;  it  causes  the  disappear- 
ance of  cutaneous  syphilides,  which,  if  left  to  themselves,  would  be 
very  persistent ;  it  retards  the  return  of  such  eruptions  ;  and  in  a 
great  number  of  cases  puts  off  indefinitely  the  appearance  of  tertiary 
symptoms. 

Is  its  general  action  debilitating  or  de nutritive'?  Does  it  act,  for 
example,  like  venesection  or  fasting?  It  is  true  that  the  recent  ex- 
periments which  have  been  cited  prove  that  the  therapeutic  dose  of 
mercury  is  not  denutritive.  Should  it  be  then  considered  as  a  tonic, 
or  as  an  arrester  of  destructive  metamorphosis  ?  Must  Ave  say  that 
mercury  diminishes  the  intensity  of  the  circulation  and  the  nutri- 
tion in  syphilitic  neoplasms?  Shall  it  be  admitted,  according  to  Jul- 
iien,  that  it  favors  absorption  by  stimulating  the  lymphatics  ?  We 
are  not  at  present  in  possession  of  suflicient  information  to  enable  us 
to  answer  these  questions  definitely.  To  say  that  mercury  is  the 
antidote  of  syphilis,  would  be  to  express  a  fact  without  being  able  to 
explain  it ;  nothing  more  is  explained  when  it  is  termed  a  specific. 
If  its  action  is  looked  upon  as  that  of  a  parasiticide  in  syphilis,  ac- 
cording to  the  views  taken  by  Hallopeau,  it  will  have  to  be  admitted 
that  the  malady  is  due  to  parasitic  micrococci,  which  is  probable  but 
is  not  yet  demonstrated.  It  will  be  wise  for  the  time  being  simply  to 
be  governed  by  the  results  of  empirical  observation. 

In  this  hospital  the  initial  stage  of  infecting  chancre  is  rarely  seen. 
It  has  already  been  observed  that  the  benefit  derived  from  the  use 
of  mercury  at  the  onset  of  chancre  has  not  been  shown,  and  that 
according  to  the  statistics  of  Diday  its  use  in  such  cases  would  be 
injurious. 

The  indubitable  beneficial  action  of  mercurial  preparations  in  syphi- 
lis is  best  seen  in  cases  of  the  secondary  phenomena,  and  especially 
of  widespread  papular  syphilides,  or  of  iilcerating  crustaceous  or 
severe  early  syphilides.  We  administer  it  in  varied  doses,  according 
to  the  extent  and  gravity  of  the  eruptions.  In  the  deep  cutaneous 
syphilides,  which  indicate  the  passage  from  the  secondary  to  the  ter- 
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tiary  stage,  we  employ  the  iodide  of  potassium  with  it.  The  most 
satisfactory  preparation  is  the  protiodide,  in  the  dose  of  from  |-  to  1 
grain,  and  Van  Swieten's  solution  in  the  dose  of  from  one  to  two  tea- 
spoonfuls  daily.  Against  stubborn  syphilides  we  employ  frictions  of 
the  Neapolitan  ointment^  in  the  dose  of  from  3j  to  5iiss  daily.  The 
absorption  of  this  is  very  rapid,  especially  when  it  is  rubbed  on  the 
skin  in  regions  where  it  is  the  thinnest,  or  where  the  temperature  is 
the  greatest,  such  as  the  axilla,  the  groin,  and  the  popliteal  space. 
Every  second  day  this  inunction  is  employed,  alternating  with  a  simple 
or  sulphur  bath.  Patients  should  then  be  well  watched,  for  stomatitis 
is  apt  to  make  its  appearance  very  rapidly  in  some  cases. 

We  possess  in  the  baths  of  the  bichloride  of  mercury  and  in  fumi- 
gations very  active  means  of  treatment.  Frictions  and  baths  of  the 
bichloride  are  very  useful  when  the  stomach  is  unable  to  bear  mercury. 
They  can  be  employed  in  the  cases  of  young  children  suffering  from  he- 
reditary syphilis,  especially  when  the  digestive  functions  are  impaired. 
In  the  cases  of  children  at  the  Saint  Therese — children  suffering  with 
acquired  or  hereditary  syphilis,  whose  ages  varied  from  2  to  15  years — 
we  employed  most  frequently  Van  Swieten's  solution  in  milk  in  a 
dose  proportioned  to  the  age  of  the  little  girls. 

We  have  very  frequently  in  our  service  pregnant  women  who  are 
syphilitic.  When  syphilis  has  shown  itself  a  little  before  concep- 
tion, or  at  the  same  time,  or  within  the  first  two  or  three  months  of 
pregnancy,  these  women  generally  abort  if  the  disease  be  pei-mitted 
to  take  its  natural  course  ;  on  the  other  hand,  if  mercury  be  used 
methodically,  in  moderate  doses,  but  continued  for  some  time,  the 
patients  usually  carry  their  children  to  the  end  of  their  term,  and 
the  child  is  born  well  and  free  from  syphilis.  We  have  treated  in 
the  St.  Clement  ward,  during  the  greater  part  of  their  pregnancy, 
syphilitic  women  who  have  been  confined,  and  whose  children,  nursed 
by  them,  are  healthy. 

Within  the  past  twenty  years,  in  addition  to  the  remedies  al- 
ready mentioned,  hypodermic  injection  has  been  employed.  Hebra, 
Hunter,  Scarenzio,  Lewin,  Aime  Martin,  Liegeois,  Dron,  and  Diday 
have  used  it  with  success.  Of  all  the  different  methods  of  giving 
mercury  this  is  assuredly  the  one  by  which  a  certain  determined 
dose  can  most  readily  be  made  to  enter  the  system,  and  which  causes 
the  most  immediate  modifications  in  the  syphilides.    This  method  is 
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largely  employed  in  many  large  special  hospitals,  especially  at  Milan, 
at  Vienna,  and  at  Stockholm.  Injections  were  made  by  Liegeois 
twice  daily,  using  a  very  weak  solution ;  he  introduced  but  ^^th  to 
^th  of  a  grain  at  each  puncture.  Stronger  injections,  such  as  Lewin 
employed,  wei-e  only  given  at  intervals  of  two  days.  Injections  should 
be  made  in  regions  rich  in  connective  tissue,  and  poorly  supplied  by 
vessels  and  nerves,  such  as  the  back,  the  buttocks,  the  scapular  region, 
or  the  external  aspect  of  the  arm,  etc.  The  inconvenience  attending 
this  form  of  injections  is  that  at  times  they  cause  considerable  pain, 
and  are  very  apt  to  give  rise  to  small  subcutaneous  abscesses,  all  the 
salts  of  mercury,  especially  the  biniodide,  being  irritants.  To  guard 
against  these  accidents  it  is  necessary  to  take  the  precaution  to  intro- 
duce the  needle  sufficiently  deep  into  the  subcutaneous  connective 
tissue,  and  not  to  insert  it  twice  in  the  same  place,  or  very  near  a 
former  puncture.  Furthermore,  it  is  also  well  to  use  at  once  a  sys- 
tematic method  of  massage  over  the  small  swelling  caused  by  the 
injection.  Bergh,  of  Stockholm  (oral  report),  has  never  had  any  bad 
symptoms  or  abscesses  caused  by  these  hypodermic  injections,  because 
he  has  always  resorted  to  massage  in  every  case. 

At  this  hospital  we  give  mercury  in  small  doses  in  such  a  manner 
as  to  avoid  salivation,  and  continue  it  during  the  presence  of  all  the 
symptoms  of  which  this  remedy  tends  to  diminish  the  intensity  and 
shorten  the  duration.  We  do  not  advise  its  administration  when  the 
syphilides  have  disappeared.  We  thus  class  ourselves  among  the 
moderate  mercurialises,  such  as  Diday,  Lancereaux,  etc. 

The  specialists  who  regard  mercury  as  the  antidote  for  syphilis 
give  it  at  the  beginning  of  a  chancre,  and  continue  its  systematic  use 
for  a  number  of  years  independent  of  the  slight  character  or  even  of 
the  total  absence  of  the  earlier  symptoms,  in  order  to  guard  against 
or  prevent  their  later  appearance. 

Fournier  proceeds  by  successive  treatments :  he  gives  mercury  for 
a  period  of  two  months,  then  he  desists  for  a  month  or  more  in  its 
use  ;  this  period  passed,  he  again  takes  up  the  mercurial  treatment, 
independently  of  what  has  occurred  in  the  meanwhile,  and  continues 
it  during  six  weeks  or  two  months.  After  which,  the  patient  is  given 
a  rest  of  three  months  when  the  treatment  is  again  renewed  during 
six  or  eight  weeks,  and  so  on,  care  being  taken  to  allow  an  interval 
of  rest  after  each  period  of  medication. 

B.  Iodide  of  Potassium. — The  employment  of  the  iodide  of  potas- 
sium in  the  later  stage  of  syphilis  is  one  of  the  great  therapeutical  dis- 
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coveries  of  our  time.  Biett  gave  the  iodide  of  mercury  to  syphilitics 
in  liis  cases  at  the  Saint  Louis  Hospital,  but  the  good  results  might 
be  credited  to  the  mercury  as  well  as  the  iodide. 

Wallace,  in  1834,  experimented  at  the  Gervis  Street  Hospital,  in 
Dublin,  with  the  iodide  of  potassium,  and  the  publication  of  the  results 
obtained  by  him  and  by  Ricord,  Trousseau,  and  the  greater  number 
of  syphilographers  soon  brought  the  remedy  into  common  use. 

The  iodide  of  potassium  is  given  internally  and  in  solution  ;  it  is 
doubtful  whether  it  is  absorbed  when  applied  to  the  skin  in  the  form 
of  ointments  ;  it  may  be  to  a  very  slight  degree,  but  from  the  stomach 
it  certainly  passes  immediately  into  the  fluids  of  the  economy.  It  is 
eliminated  by  the  urine,  the  saliva,  the  nasal  mucus,  the  milk,  the 
tears,  and  the  sweat.  The  duration  of  the  process  of  elimination 
depends  upon  the  amount  taken ;  thus  a  dose  of  fifteen  grains  would 
be  eliminated  in  three  days,  and  a  dose  of  one  hundred  and  fifty 
grains  in  ten  days  (Rabuteau).  Unlike  mercury,  iodide  of  potassium 
never  remains  for  any  length  of  time  in  the  economy  after  its  use  has 
been  suspended. 

Wallace  gave  the  iodide  of  potassium  in  doses  of  thirty  grains.  In 
the  dose  of  from  fifteen  to  thirty  grains,  which  we  use  ordinarily  in 
the  lesions  of  the  tertiary  stage,  the  iodide  generally  causes  coryza 
and  lachrymation,  due  to  its  elimination  by  the  saliva  and  the  tears. 
If  its  use  be  continued,  patients  become  accustomed  to  it.  Evil  results 
from  its  use  must  be  rare  ;  we  have  never  observed  any.  Rabuteau  con- 
siders that  symptoms  of  gastritis  are  sometimes  due  to  impurities  of 
the  iodide — containing  iodates.  The  acid  of  the  stomach  then  sets 
free  the  metallic  iodine,  and  as  a  result  the  stomach  is  irritated  and 
vomiting  occurs. 

The  majoi'ity  of  authors  look  upon  the  iodide  as  a  resolvent,  which 
acts  by  producing  a  process  of  non-assimilation,  causing  loss  of  flesh, 
diminishing  the  size  of  the  glands,  the  breasts,  the  thyroid  body,  the 
testicles.  On  the  contrary,  the  experiments  made  by  Rabuteau  upon 
himself  show  that  during  this  treatment  the  quantity  of  urea  secreted 
is  greatly  diminished.  There  are  instances  on  record,  which  show 
that  individuals  have  grown  fat  while  taking  as  much  as  six  pounds  of 
the  iodide  of  potassium  in  six  years.  However  contrary  these  opinions 
may  seem,  and  however  ignorant  we  may  be  as  I'egards  its  mode  of 
action,  its  efficacy  in  proper  cases  is  undoubted,  especially  in  the  deep 
syphilides  of  the  skin  and  mucous  surfaces,  gummata,  osteo-pei'iostitis, 
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and  the  tertiary  visceral  lesions.  The  manner  of  giving  the  iodide  is 
very  simple.  When  it  is  well  tolerated,  it  can  be  taken  at  any  hour 
of  the  day.  A  solution  is  made  containing  fifteen  grains  to  the  tea- 
spoonful,  which  is  taken  in  half  a  glass  of  water,  or  it  may  be  mixed 
with  a  syrup  of  orange,  which  conceals  the  saltish  taste.  It  is  given 
most  frequently  in  doses  of  from  fifteen  to  thirty  grains  daily,  but  it 
can  be  taken  without  inconvenience,  in  doses  of  sixty  and  seventy- 
five  grains,  and  even  one  hundred  and  twenty  or  one  hundred  and 
fifty  grains  when  severe  symptoms  present  themselves.  As  the  iodide 
is  eliminated  rapidly,  it  is  necessary  to  give  the  same  dose  daily, 
until  its  curative  elfect  has  been  produced. 

[We  believe  that  a  careful  and  impartial  review  of  the  testimony 
as  to  the  results  of  the  mercurial  and  non-mercurial  treatment  of 
syphilis  will  prove  convincingly  the  far  superior  efficacy  of  the  former 
method.  Without  denying  that  certain  cases  of  syphilis  do  well  with- 
out any  treatment,  or  with  simple  attention  to  hygiene,  diet,  etc.,  or 
even  while  admitting  that  in  the  majority  of  instances  at  the  present 
day  the  disease  tends  to  a  spontaneous  cure,  it  may  still  be  considered 
as  well  established  that,  without  detriment  to  health,  the  probability 
of  that  cure  can  be  increased,  and  the  duration  of  the  active  stage  of 
the  malady  lessened,  by  a  careful  administration  of  some  form  of 
mercury.  We  are  also  of  the  opinion  that  similar  though  not  quite 
so  conclusive  evidence  exists  in  favor  of  a  continuous,  as  opposed  to 
an  intermittent,  plan  of  treatment,  although  various  circumstances 
may  render  the  latter  desirable.  The  reasons  which  have  been 
advanced  for  the  employment  of  mercury  in  syphilis  are — 

1.  The  clinical  evidence  of  its  usefulness  in  the  control  of  early 
symptoms  and  the  prevention  of  later  developments. 

2.  Its  "tonic"  action,  which,  by  counteracting  the  anaemic  tenden- 
cies of  syphilis,  lessens  the  severity  of  the  disease. 

3.  Its  action  as  a  physiological  antidote  to  the  syphilitic  poison 
which  it  destroys. 

4.  Its  properties  as  a  promoter  of  destructive  metamorphosis,  and 
fatty  degeneration,  through  which  it  renders  possible  the  absorption 
and  removal  of  the  new  cells  which  are  everywhere  found  to  cause 
the  secondary  symptoms. 

The  first  reason  is  one  which  will  be  admitted  by  the  large  majority 
of  persons  having  any  familiarity  with  the  management  of  cases  of 
syphilis,  and  is  of  itself  sufficient  to  justify  the  use  of  the  drug. 
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The  second  cannot  be  considered  as  so  unquestionably  proved.  Tlie 
careful  observations  of  Dr.  Keyes  and  others  have  established  beyond 
a  doubt  the  fact  that,  under  the  influence  of  mercury,  the  number  of 
red  blood-corpuscles  in  a  syphilitic,  which  have  notably  diminished, 
will  be  brought  up  to  their  original  normal  proportion  or  will  even 
exceed  it.  This,  however,  does  not  demonstrate  a  true  tonic  action 
on  the  part  of  the  medicine,  but  may  be  explained  in  other  ways. 
Then,  too,  if  the  usefulness  of  mercury  depended  solely  upon  this 
property,  iron  and  other  well-known  tonics  should  be  of  marked  if 
not  equal  efficacy,  whereas  it  is  certain  that,  while  they  are  of  great 
use  as  adjuvants  in  ti-eatment,  they  have  comparatively  no  control 
over  the  symptoms  or  course  of  the  disease.  It  is  unquestionable  that 
the  influence  of  small  doses  of  mercury  is  beneficent  in  some  forms  of 
struma,  in  certain  lung  affections,  in  chronic  joint  troubles,  and  other 
cases  in  which  the  general  health  is  depressed,  but  it  does  not  follow 
that  it  does  good  in  such  cases  by  a  tonic,  or  still  less  by  a  specific 
antidotal  action.  The  instances  mentioned,  and  most  others  in  which 
this  remedy  has  been  found  of  value,  are  associated  with  impaired 
nutrition  and  assimilation,  with  imperfect  action  of  the  lymphatics  in 
removing  tissue-waste,  with  the  occurrence  of  plastic  exudation,  or 
with  other  conditions  in  which  the  anti-plastic,  the  so-called  "  altera- 
tive" action  of  mercury  better  explains  its  beneficial  eff'ects  than  any 
mere  tonic  property  ;  and  this  brings  us  to  a  consideration  of  the 
fourth  theory  which  has  been  advanced  in  explanation  of  the  action 
of  mercury  in  syphilis. 

This  view,  which  has  several  times  been  alluded  to  in  the  preceding 
pages,  atti'ibutes  the  early  symptoms  of  syphilis  to  the  presence  and 
rapid  multiplication  everywhere  throughout  the  body  of  a  degraded 
cell,  a  disease-germ  or  particle  of  germinal  matter,  which,  at  the  site 
of  inoculation,  produces  the  induration  of  the  chancre  ;  in  the  in- 
guinal lymphatics  the  syphilitic  buboes  ;  in  the  walls  of  the  cuta- 
neous capillaries  causes  the  irregular  dilatation  characteristic  of  the 
roseola ;  in  the  papillary  layer  of  the  skin  the  little  tumors  of  the 
papular  syphilide,  etc.  etc. 

The  well-known  property  of  the  white  blood-cells  of  absorbing  into 
their  substance  foreign  bodies  which  come  into  contact  with  them 
favors  the  idea  that  they  are  the  chief  agents  by  which  these  new 
cells  find  their  way  into  the  recesses  of  the  organism.  It  is  not 
essential  to  this  theory  that  the  existence  of  a  distinct  syphilitic  virus 
be  denied  ;  nor  is  it  necessarily  inconsistent  with  the  fungoid  theory 
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of  sypliilis.  The  cells  which  are  microscopically  demonstrable,  and 
which  certainly  exist  and  multiply  in  the  manner  described,  may  or 
may  not  be  merely  the  carriers  of  some  subtle  poison,  but,  for  the 
purposes  of  study,  it  is  asserted  that  they  may  be  considei*ed  as  the 
only  visible  and  tangible  source  of  syphilis.  Their  eifect,  then,  on 
the  white  blood-cell  is  to  impart  to  it  their  own  properties  of  rapid 
growth  and  immature  decay,  and  to  arrest  its  further  progress  and 
development  into  the  red  blood-cell.  This  explains  the  anaemic  con- 
dition of  the  blood  in  this  Stage  of  syphilis. 

Now  it  appears  evident  that  whatever  would  hasten  the  degenera- 
tion of  these  newly  formed  cells,  and  so  favor  their  absorption  by  the 
lymphatics  and  bloodvessels  would  aid  materially  in  the  disappear- 
ance of  the  symptoms,  and  would  at  the  same  time,  by  diminishing  the 
soui'ces  of  contamination  of  the  white  blood-cells,  relatively  increase 
the  number  of  the  red  corpuscles  and  so  produce  the  apparent  tonic 
effect.  This  degeneration  will  take  place  in  most  cases  sooner  or 
later  under  the  influence  of  pressure  from  overcrowding  of  cell  ele- 
ments, and  it  is  for  this  reason  that  syphilis  has  been  said  to  tend  to 
a  spontaneous  cure  ;  but  a  drug  which  favors  fatty  degeneration  and 
hastens  destructive  metamorphosis  would  on  d  priori  grounds  be  ex- 
pected to  exert  a  good  influence,  and  diminish  the  duration  of  the 
disease. 

The  armamentarium  of  the  physician  furnishes  no  remedy  the  power 
of  which  in  this  direction  is  at  all  comparable  to  that  of  mercury, 
which  has  been  employed  for  many  years  to  meet  precisely  these  in- 
dications. Therefore,  it  is  said,  mercury  does  good  in  syphilis  by 
facilitating  the  removal  of  the  cell-growths  which  cause  the  various 
phenomena  of  the  disease. 

Moreover,  according  to  this  view  small  doses  of  mercury  only  are 
needed,  because  newly  formed  and  immature  tissues  have  markedly 
less  resistant  power  than  have  normal  structures,  to  oppose  to  any 
force  or  agency  brought  to  bear  upon  them.  Numerous  illustrations 
of  this  rule  in  general  pathology  establish  its  truth. 

Hence,  before  the  physiological  effect  of  mercurial  preparations  is 
attained,  before  they  induce  unhealthy  changes  in  the  normal  tissues 
as  shown  by  salivation,  emaciation,  etc.,  they  are  enabled  to  produce 
their  beneficial  results  by  aiding  in  the  removal  of  these  comparatively 
feeble  and  easily  influenced  new  deposits. 

No  one  of  these  theories  can  be  considered  as  in  every  respect 
satisfactory,  but  we  incline  to  the  last  one  as  oftering  an  explanation 
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based  chiefly  upon  known  physiological  laws,  and  as  dispensing  with 
vague  assertions  as  to  "  specific,"  "  antidotal,"  and  other  influences.' 

As  to  the  beneficial  influence  of  the  iodides  in  the  later  stages,  a 
therapeutic  fact  established  beyond  all  possibility  of  contradiction,  a 
similar  diversity  of  opinion  as  to  their  mode  of  action  prevails.  A 
tonic  effect  is  again,  but  with  less  plausibility,  claimed  as  one  of  the 
causes  of  the  curative  power  of  these  preparations.  The  views  held 
as  to  their  modus  operandi  will  depend  upon  the  particular  theory 
of  the  tertiary  stage  which  is  adopted.  Their  powerful  and  almost 
invariable  efiects  cannot  be  very  clearly  accounted  for  if  we  regard 
the  tertiary  symptoms  as  relapses  of  diseased  parts  affected  during 
the  secondary  stage,  or  as  outbreaks  of  poison  stored  up  or  encysted  in 
various  localities,  either  upon  the  "tonic"  or  the  "antidotal"  theory. 
If,  however,  the  tertiary  phenomena  are  due,  as  is  asserted  by  Dr. 
Otis,  to  a  crippled  condition  of  the  lymphatics  which  permits  of  an 
abnormal  accumulation  of  the  nutritive  waste  of  the  body  resulting  in 
tumors,  nodes,  gummata,  etc.,  which  produce  further  results — ulcera- 
tion, caries,  necrosis,  etc. — simply  by  their  pressure  efl'ects,  it  be- 
comes evident  that  a  stimulus  directed  to  the  lymphatic  system  to 
enable  it  properly  to  fulfil  its  function  would  be  a  great  desideratum, 
and  the  well-known  absorbent  properties  of  the  iodides  would  thus 
furnish  a  reasonable  explanation  of  their  action. 

However  this  may  be,  the  clinical  evidence,  as  in  the  case  of  mer- 
cury, is  quite  sufficient  to  justify  the  employment  of  these  drugs,  and 
it  now  only  remains  to  indicate  the  proper  methods  of  administering 
them,  which  may  be  epitomized  as  follows,  beginning  with  the  appear- 
ance of  the  initial  lesion: — 

1.  Do  not  employ  mercurial  treatment  until  either  by  confrontation 
or  by  the  development  of  constitutional  symptoms  the  diagnosis  of 
syphilis  is  assured.  Mercury  always  retards  the  appearance  of  the 
secondary  symptoms,  and  sometimes  prevents  it  altogether.  As  no 
venereal  sore  can  with  absolute  certainty  be  pi'onounced  syphilitic  it 
is  unwise  to  add  an  element  of  uncertainty  to  the  case  by  delaying 
indefinitely  the  outbreak  of  unmistakable  symptoms.  There  is  suffi- 
cient evidence  to  prove  that  the  subsequent  course  of  the  case  is  not 
materially  aff"ected  by  this  delay. 

2.  When  the  time  has  arrived  for  the  administration  of  mercury  it 

['  For  a  full  exposition  of  it  we  refer  the  reader  to  the  work  of  Dr.  Otis  already 
quoted  from.] 
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is  well  to  explain  to  your  patient  the  necessity  for  long-continued 
treatment,  and  to  point  out  the  risks  of  neglect. 

Having  done  this,  we  believe  that,  in  the  raajority  of  cases,  the 
most  satisfactory  method  of  giving  the  drug  will  be  by  the  mouth,  the 
preparation  to  be  preferred  being  the  protiodide  of  mercury  in  pill 
form,  in  the  dose  of  ^  to  ^  of  a  grain,  three  or  four  times  daily. 

— Hydrai-g.  iodid.  vir.  gr.  xs. 
Con  feet.  rosiP,  q.  s. 
M.  et  ft.  pil.  no.  Ix. 
S. — One  pill  four  times  daily. 

If  these  should  disagree  with  the  stomach,  and  produce  dyspeptic 
symptoms,  or  should  give  rise  to  colicky  pains  and  diarrhoea,  from  Jg- 
to  yL  gr.  of  opium  may  with  advantage  be  added  to  each  pill. 

At  the  same  time  a  saturated  solution  of  chlorate  of  potassium 
should  be  given  as  a  mouth- wash,  to  be  used  twice  daily,  as  a  pro- 
phylactic against  salivation. 

3.  To  ascertain  the  proper  dose  of  the  drug  in  each  individual  case 
the  rule  of  Dr.  Keyes  is  a  very  good  one  :  Continue  gradually  to  in- 
crease the  dose  until  slight  tenderness  of  the  gums  or  of  the  posterior 
molars  is  noticed.  Then  diminish  it  one-half,  and  you  will  be  able  to 
administer  it  indefinitely  with  no  unpleasant  results. 

4.  If  the  preparation  selected  agrees  with  the  patient,  and  controls 
the  symptoms,  and  if  there  are  no  intercurrent  complications,  pursue 
this  treatment  continuously  for  eighteen  months. 

If,  however,  the  protiodide  gives  rise  to  persistent  bowel  trouble, 
as  it  does  in  a  small  number  of  cases,  substitute  for  it  the  bichloride 
in  solution,  or  in  combination  with  a  tonic — 

I^. — Hydrarg.  clilorid.  corros.  gr.  ias. 

Tinct.  cinchonsB  co.  f  §iv. 
M.  S. — Teaspoonful  in  water  after  meals. 

In  some  cases  of  irritable  stomach,  or  when  it  becomes  desirable  to 
intensify  the  mercurial  influence,  inunctions  may  be  used.  Half  a 
drachm  of  the  ten  per  cent,  oleate  of  mercury,  or  a  drachm  of  mer- 
curial ointment  rubbed  into  different  portions  of  the  cutaneous  surface 
once  daily,  may  be  employed  for  a  short  time.  The  uncleanliness  of 
the  procedure,  and  the  almost  certain  eczematous  irritation  of  the  skin 
which  it  produces,  render  it  unsuitable  for  long-continued  use. 

Vapor  baths  of  mercury  may  be  taken  in  various  ways,  the  simplest 
being  the  volatilization  by  means  of  an  alcohol  lamp  of  a  drachm  of 
calomel,  the  apparatus  being  placed  beneath  a  chair  upon  which  the 
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patient  sits,  a  blanket  extending  from  his  shoulders  to  the  ground, 
serving  to  retain  the  fumes  iu  contact  with  his  body. 

5.  By  whatever  method  or  methods  the  mercurial  influence  is  kept 
up,  the  dose  should  be  temporarily  raised  whenever  new  symptoms 
make  their  appearance',  and,  after  they  have  vanished,  should  again 
be  dropped  to  the  standard  dose  for  the  particular  patient. 

6.  The  local  treatment  of  symptoms  is  of  secondary  importance, 
and  altogether  subservient  to  the  constitutional  treatment.  It  may, 
however,  be  useful  as  an  adjuvant.  Mucous  patches  should  be  treated 
with  sulphate  of  copper  or  nitrate  of  silver  if  on  mucous  membranes ; 
when  on  cutaneous  surfaces  they  should  be  dusted  with  powder  of 
starch  and  calomel,  or  of  calomel  and  lycopodiura. 

The  scaly  and  tubercular  syphilides  will  be  benefited  by  the  appli- 
cation of  a  salve  consisting  of  equal  parts  of  citrine  ointment  and 
cosmoline — 

IJ. — Ung.  hydrarg.  nitrat., 
Cosmoliii.  aa  3ij. 

or  by  amraoniated  mercury  and  cosmoline,  two  drachms  to  the  ounce, 
or  by  any  other  stimulating  and  absorbent  ointment. 

Ulcers  may  be  dressed  with  iodoform,  or,  when  sluggish,  touched 
with  acid  nitrate  of  mercury. 

Enlarged  glands  may  be  painted  with  iodine  or  let  alone  ;  they 
rarely  run  on  to  suppuration. 

7.  At  the  end  of  eighteen  months  small  doses  of  iodide  of  potas- 
sium should  be  added  to  the  mercurial,  and  this  "  mixed  treatment" 
should  be  persevered  in  for  six  months  longer.  If  during  this  period 
any  symptom  of  syphilis  makes  its  appearance,  the  six  months  of 
mixed  treatment  should  be  dated  from  that  time.  In  other  words, 
some  such  formula  as  this — 

5. — Hydrarg.  biniodid.  gr.  jss. 
Potass,  iodid.  gij. 
Syr.  sarsaparil.  co. 
Aqu£B,  aa  f§iij. 
M.  et  S. — Dessertspoonful  in  water  after  eadi  meal — 

should  be  administered  for  the  last  six  months  of  the  two  years  after 
the  outbreak  of  the  disease,  or  should  be  recommenced  and  continued 
for  six  months  if  any  symptoms  appear  later.  Great  care  should  be 
taken  to  give  the  mixture  largely  diluted,  and  so  to  vary  it  as  to  do 
away  as  far  as  possible  with  any  irritation  of  the  intestinal  tract. 
In  obstinate  tertiary  conditions  the  dose  of  the  iodide  may  with 
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impunity  be  run  up  to  twenty,  thirty,  or  even  sixty  grains  four  times 
daily.  If  this  be  done,  the  cases  which  refuse  to  come  under  its 
control  will  be  very  rare. 

8.  At  the  end  of  two  years  the  patient  should  be  kept  under  ob- 
servation for  another  full  year,  and  if  during  that  time  no  symptoms 
are  developed  he  may  consider  himself  as  in  all  probability  cured.  If 
such  symptoms  do  appear,  however,  he  should  recommence  treatment, 
and  should  continue  it  for  at  least  six  months  after  their  subsidence.] 
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Fournier.  locomotor  ataxia  and  syphilis, 
337 

syphilis  of  lung,  396 
syphilitic  epilepsy,  320 
syphilitic  paralysis,  322 
Fumigation,  mercurial,  438 
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General  character  of  syphilides,  125 
Genital  organs,  tertiary  lesions  of,  224 
Giant  cells,  74 
Glanders  and  syphilis,  32 
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Glands,  vulvo-vaginal,  abscess  of,  152 
Glossitis,  deep,  227 

desquamative,  229 

superficial,  226 
Gowers,  locomotor  ataxia,  380 

syphilitic  epilepsy,  820 
Grnsset,  locomoror  ataxia,  332 
Gumma  and  epithelioma  of  tongue,  232 

cerebral,  histology  of,  299 
large,  298 
small,  304 

histology  of,  206,  213 

of  bone,  252 

of  bursa,  291 

of  epididymis,  415 

of  heart,  242 

of  kidtiey,  424 

of  liver,  356 

symptoms  of,  367 

of  muscle.  240 

of  oesophagus,  375 

of  pharynx,  237 

of  pia  mater,  298 

of  skin,  204 

of  soft  palate,  233 

of  spleen,  411 

of  stomach,  375 

of  testicle,  422 

of  tongue,  230 
Gummous  and  tuberculous  syphilides,  204 

osteo-myelitis,  252 

paciiymeningitis,  253 
Gums,  syphilitic  inflammation  of,  290 


HEALING  of  chancre,  80 
Heart,  gumma  of,  242 
Hepatic  syphilis,  852 
Hepatitis,  interstitial  syphilitic,  354 
Hertditary  syphilis  of  bone,  265 
of  liver,  369 
of  lung,  403 
Herpes  of  genitals,  case,  160 
Heubiier,  syphilitic  arteritis,  305 
Histological  lesions  of  lione  in  new-born 

syphilitic  children,  269,  275 
Histology  of  chancre,  47 
of  chancroid.  70 
of  diphtheritic  membrane,  46 
of  gumma,  200,  213 
of  gumma  of  brain,  299 
of  gumma  of  liver,  857 
of  macular  syphilide,  187 
of  mucous  patches,  131 
of  pempliigus,  202 
of  syphilitic  arteritis,  305 
of  syphilitic  lymphatic  glands,  122 
of  syphilitic  osseous  lesions,  259 
of  syphilitic  osseous  lesions,  Wegner, 
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of  syphilitic  papule,  169,  182 

of  syphilitic  pneumonia  in  child,  405 


Histology — 

of  syphilitic  pustule,  191,  199 
of  syphilitic  tubercles,  213 
of  vesicular  syphilide,  190 

Hutchinson,  definition  of  syphilis,  17 
theory  of  syphilis,  18 

Hypertrophied  mucous  patches,  147 

Hypodermic  injections  ofhydrarg.  bichlor. 
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TCTERUS,  syphilitic,  352 

I    Identity  of  venereal  lesions,  33 

Illustrations,  list  of,,  xv 

Impetigo  rodens.  syphilitic,  200 

Impetigo,  syphilitic,  192 

Incubation  period  of  chancre,  33,  36,  40 

of  syphilis,  33,  36,  40 
Indurated  base,  mucous  patches,  142 
Induration  and  lymphatics,  79 

annular,  77 

appearance  of,  77 

laminated,  77 

nodular,  77 

of  chancre,  61 

parchment,  77 
Infecting  balano-posthitis,  48 
Infectious  diseases  and  virus,  28 

diseases,  causes  of,  29 
Inflammation  of  arteries,  syphilitic,  305 

of  gums,  syphilitic,  290 

of  lymphatics,  syphilitic,  313 

of  pia  mater,  syphilitic,  297 

of  veins,  syphilitic,  313 
Inflammatory  bubo,  121 
Inoculation  and  contagion  of  syphilis,  32 

of  blood  of  syphilitic  patient,  34 

of  normal  secretions,  35 

of  serum  of  mucous  patch,  34 

of  tertiary  le.'fions,  34 

of  tubercle,  Cohnlieim,  37 
Interstitial  syphilitic  orchitis,  416 
Intestines,  syphilis  of,  876 
Inunction,  mercurial,  438 
Iodide  of  potassium  medication,  440 


JOINTS,  syphilitic  lesions  of,  292 
Jullien,  locomotor  ataxia,  336 
syphilis  of  lung,  402 


KIDNEYS,  gumma  of,  424 
syphilis  of,  423 
Klehs,  syphilis  in  lower  animals.  30 
Krishaber,  syphilis  of  larynx,  387 

IABI.^L  chancre  and  epithelioma,  95 
J    Laminated  induration,  77 
Larynx,  syphilis  of,  379 

treatment  of,  388 
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Lesions  nf  connective  tissue  in  chancre, 
55 

of  nerves  in  cliancre,  02 
Lingual  cinliosis,  pypiiilitic,  1227 
List  of  illustrations,  xv 
Liver,  congenital  syphilis  of,  369 

gumma  of,  856 

syphilis  of,  352 

syphilitic  cirrhosis  of,  354 
Lobular  glossitis,  227 
Localization  of  syphilitic  virus,  37 
Locomotor  ataxia,  329 
Lung,  syphilis  of,  390 

in  nevf-born  child,  403 
Lupus  and  syphilitic  tubercle,  214 
Lymphangitis  of  chancre,  tj5 

syphilitic,  124,  313 
Lymphatic  glands,  syphilitic,  121 

tertiary  lesions  of,  412 
Lymphatic  theory  of  syphilis,  21 
Lymphatic  vessels  and  induration,  79 
in  chancre,  05 

MACKENZIE,  syphilis  of  larynx,  386 
JVlacroscopical  description  of  chan- 
cre, 40 
Macular  syphilide,  180 
^Liuriac,  cerebral  syphilis.  316 

infecting  balano-posthitis,  43 
Mercurial  ball),  438 
fumigation,  438 
hypodermic  injections,  438 
inunction,  438 
medication,  431 
Mercury,  absorption  and  elimination  of, 
433 

physiological  action  of,  434 
Metritis  of  mucous  patches,  153 
Mickle,  syphilitic  piiralysis,  321 
Micrococci  of  syphilis,  31 
Microscopic  description  of  chancre,  47 
Mixed  chancre,  80 
Moist  syphilitic  onychia,  182 
Morrow,  diphtheroid  chancre,  42 
Mouth,  teriiniy  lesions  of,  220 
Mucous  membranes,  tertiary  lesions  of, 
224 

Mucous  patches,  129 

and  vulvar  diseases,  155 
complications  of.  150 
dermatitis  of,  151 
diagnosis  of,  154 
diphtheritic,  143 
eczema  of,  150 
eroded,  142 
histology  of,  131 
hypertrophied,  147 
indurated  base,  1 42 
inoculation  of  serum  of,  34 
metritis  of,  1 53 
oedema  ol',  147 


Mucous  patches — 

of  tongue,  140 
of  tonsil,  133 
of  vulva,  131 

pathological  anatomy  of,  131 

seats  of,  131 

shaven,  141 

treatment  of,  1 56 

vaginitis  of,  153 

varieties  of,  130 

vegetating,  149,  154 

vulvitis  of,  1 51 
Multiple  chancre,  42 
Muscles,  gumma  o'',  240 
syphilis  of,  239 
syphilitic  contraction  of,  239 

NEAPOLITAN  ointment,  438 
Nerve  lesions  in  chancre,  02 
Nerves  and  nerve  centres,  syphilis  of,  207 
Neuralgia  of  syphilis,  165 
New-born  children,  pemphigus  of,  201 

syphilitic  lesions  of  bones  in, 
205 

Nodosa,  syphi'is,  21 1 

Nodular  induration,  77 

Normal  secretions,  inoculation  of,  35 


DEM  A  of  chancre,  65 

of  mucous  patches,  147 
QEsophagus,  syphilis  of,  378 
Onychia,  syphilitic,  182 
Operations,  surgical,  during  secondary 

syphilis,  157 
Orchitis,  gummous,  422 
syphilitic,  416 

syphilitic,  in  ■  ew-born  children,  420 
Origin  of  syphilis,  33 
Osseous  lesions  in   new-born  syphilitic 
children,  265 

syphilis,  245 
Osteitis,  rarelying,  249 
Osteo- myelitis,  gummous,  252 
Osteo  periostitis,  syphilitic,  247 
Osteophytes,  248 
Otis,  reinfection  of  syphilis,  19 
Ovary,  syphilis  of,  422 

PACHYMENINGITIS,  gummous,  253 
Paget,  residual  abscesses  of,  IS 
Pain  of  cliancre,  63 
Palate,  gumma  of,  233 
Pancritius,  syphilis  of  lung,  402 
Papilloma,  syphilitic,  149 
Papular  syphilides,  108 
Papulo  squamous  ."iyphilide,  172 
Paralysis,  syphilitic,  321 
Parasitic  theory  of  syphilis,  29 
Parchment  induration,  77 
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Parrot,  syphilitic  lesions  of  bone  io  uew- 

borti  children,  2(j0 
Piistenr,  theory  of  parasites,  29 
Piitches,  mucous,  12',) 

tobacco  smokers',  281 
Pathological  anatomy  of  cbnncre,  40 
of  chancroid,  70 
of  mucous  patches,  131 
Pemphigus,  histology  nf,  202 
of  new-born  children,  201 
syphilitic.  201 
Period  of  incubation  of  syphilis,  33,  36, 
40 

Periods  of  syphilis,  28 
Pharynx,  tertiary  lesions  of,  237 
Phlebitis,  syphilitic,  813 
Pblegmonous  syphilides,  211 
Physiological  action  of  mercury,  434 
Pia  mater,  gumma  of.  21)8 

syphilitic  inflammation  of,  297 
Pigmentation  of  skin  iu  syphilis,  187 
Pneumonia  alba.  404 
Preface,  author's,  v 

translators',  iii 
Prognosis  of  chancre,  101 
Psorias-is  and  syphilitic  papule,  179 

of  tongue,  231 
Pus  formations,  epidermic,  52 
Pustular  syphilide,  191 

F)AREFyiNG  OSTEITIS,  249 
\)    Rectum,  syphilitic  stricture  of,  377 
Reinfection  of  syphilis,  Otis,  19 
Relative  frequency  of  chancre  and  chanc- 
roid, 85 
Residual  abscess  of  Paget,  18 
Respiratory  apparatus,  syphilis  of,  379 
Rickets  and  syphilis  of  bones,  272 
Robin,  theory  of  virus.  29 
Robinson,  syphilis  of  lung.  400 
Rollet,  syphilis  of  lung,  398 
Roseola,  syphilitic,  I  G(j 
Roseola  urticans,  107 
Rupia,  syphilitic,  200 


S.VRCOCICLE,  415 
Scaling  chancre,  42 
Schnitzler,  syphilis  of  lung,  398 
Sclerosis,  arterial,  in  chancre,  57 
syphilitic,  of  bone.  25(j 
venous,  in  chancre,  68 
Sclerotic  glossitis,  228 
ScrofulosLs  of  .syphilis,  123 
Seat  of  cerebral  gumma,  303 

of  chancre,  82 
Seats  of  mucous  patches,  181 
Sebaceous  glands  in  chancre,  04 
Secretion  of  chancre,  elements  in,  44 
Seguin,  syphiliiio  paralysis,  322 
Senile  alopecia,  184 


Serpiginous  syphilitic  ulcer,  215 
Shaven  mucous  patches,  141 
Simon  on  contagion,  22 
Skin,  gumma  of.  204 

pigmentation  of  in  syphilis,  187 
Smallpox,  virus  of,  29 
Smokers'  patches,  281 
Soft  chancre,  description  of,  70 
Solution,  Van  Svvieten's,  108 
Specific  nature  of  chancroid,  87 
Spinal  cord,  syphilis  of,  327 
Spleen,  amyloid  degeneration  of,  412 

gumma  of,  41 1 

syphilis  of,  410 
Stomach,  syphilis  of,  375 
Stricture  of  (jesophagus,  syphilitic,  373 

of  rectum,  syphilitic,  377 
Sudorific  glands  in  chancre.  64 
Supra  renal  capsules,  f-yphilis  of,  412 
Surgical  operations  during  secondary 

syphilis,  157 
Symptoms  of  cerebral  syphilis,  314 

of  chancre,  75 

of  chancroid,  84 

of  cranial  exostoses  in  children,  285 

of  gumma  of  liver,  367 

of  syphilitic  orchitis,  418 

of  syphilitic  osseous  lesion,  260 

of  syphilitic  pneumonia  in  child,  405 
Syphilides,  bullous,  200 

classification  of,  126 

clinical  characters  of,  219 

color  of,  liiO 

d'embl6e,  2,16 

early  cutaneous,  164 

erythematous,  166 

general  characters  of,  125 

macular,  186 

papular,  168 

papulo-squamnns,  172 

phlegmonous,  211 

pustular,  191 

treatment  of,  221 

tubercular,  212 

vesicular,  189 
Syphilis  and  exanthemata,  18 

and  glanders.  32 

an  J  locomotor  ataxia,  829 

blood-corpuscles  in,  165 

cerebral,  diagnosis  of,  342 
symptoms  of,  814 

congenital,  of  liver,  3(i9 

connective-tissue  theory  of.  26 

contagion  and  inoculation  of,  32 

definition  of,  17 

Iliitoliinson's  definition  of,  17 

incubative  period  of,  38,  36,  40 

in  lower  atiinnils,  80 

lymphatic  theory  of,  21 

micrococci  of,  81 

neuralgia  of,  1U5 

nodosa,  21 1 
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of  bone,  245 

ot  bones  and  rickets,  272 

of  bronchi,  8fl0 

of  digestive  cimnl,  373 

of  F:illopian  tube,  422 

of  intestines.  376 

ol  Iddney,  423 

of  larynx,  379 

of  liver,  3r)2 

of  lung,  390 

in  foetus,  403 
of  muscles,  231) 

of  nerves  and  nerve  centres,  297 
of  op'^ophagus,  373 
of  ovary,  422 

of  respiratory  apparatus,  879 

of  spinal  cord,  327 

of  spleen,  410 

of  stomach,  375 

of  supra-renal  capsules,  412  • 

of  teeth,  287 

of  testicle,  415 

of  trachea,  390 

origin  of,  33 

osseous,  diagnosis  of,  261 
pai-asitic  theory  of,  29 
periods  of,  28 

secondary,  surgical  operations  dur- 
ing, 157 
theory  of,  Hutchinson's,  18 
transmission  of,  35 
treatment  of,  431,  443 
Syphilitic  acne,  192 
adenitis,  121 
albuminuria,  425 
alopecia,  184,  185 
ansemia,  165 

and  tuberculous  osteitis,  263 
arteritis,  305 

and  aneurism,  309 
arthritis,  292 
bubo,  124 
bursitis,  290 
cirrhosis  of  liver,  354 
contraction  of  muscles,  239 
dactylitis,  293 
eburnation  of  bone,  256 
ecthyma.  193 

diagnosis  of,  199 
epilepsy,  319 

eruptions,  considerations  of,  216 
erythema,  167 
fever,  164 
glossitis,  226 
icterus,  352 
impetigo,  192 
impetigo  rodens,  200 
inflammation  of  gums,  290 

of  pia  mater,  297 
interstitial  hepatitis,  354 
lesiuus  of  articulations,  292 


Syphilitic  lesions  — 

of  hones  in  new-born  children, 

265 
of  brain,  298 
of  joints,  292 
lymphangitis,  313 
lymphatic  glands,  121 

histology  of,  122 
lymphitis,  124 
onychia,  182 
orchitis,  416 

in  new-born  children,  420 
osseous  lesions,  histology  of,  259 

symptoms  of,  260 
osteitis,  249 
osteo-periostitis,  247 

in  children,  274 
papilloma,  149 
papule  and  psoriasis,  179 
papule,  diagnosis  of,  182 
histology  of,  169 
treatment  of,  180 
paralysis.  321 
pemphigus,  200 
phlebitis,  313 
pigmentation  of  skin,  187 
pneumonia  in  child,  403 
pustule,  histology  of,  194,  199 
roseola,  166 
rupia,  200 

sclerosis  of  bone,  256 
serpiginous  ulcer,  215 
stricture  of  rectum,  377 
tonsil,  excision  of,  138 
tubercle  and  lupus,  214 
tubercle,  histology  of,  213 
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opportunities  for  the  prosecution  of  these  investigations,  he  has,  at 
the  Same  time,  made  such  free  and  judicious  use  of  the  labors  of  others 
and  has  so  combined  the  histological  and  .symptomatic  elements  of  the 
malady,  that  he  lias  produced  a  work  at  once  scientific  and  practical, 
and  one  which  is  without  exact  parallel  in  the  literature  of  syphilis. 

The  ti'anslators  have  edited  this  work  as  well  as  translated  it. 
Many  recent  advances  have  boon  incorporated,  and  in  order  to  adapt 
it  thoroughly  to  the  wants  of  the  practitioner,  much  space  has  been 
given  to  the  clinical  symptomii  and  therapeutical  management  of  the 
disease. 
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works  in  the  English  language  on  Venereal  Diseases."  —  Luncel, 
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which  WQ  are  acquainted,  and  is  especially  to  be  recommended  as  an 
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controlled  by  and  controlling  the  work   of  others  In  short,  its 

translation  has  made  it  the  best  work  in  pathology  attainable  in  our 
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normal  or  morbid.  The  material  whicli  was  utilized  in  its  preparation 
was  derived  from  autopsies  and  operatiou.s  in  the  hospitals  of  Pari.s, 
wliicli  arc  so  very  rich  in  it.  Nothing  was  taken  for  granted  but 
everything  verified  by  microscopical  investigation  by  the  authors  them- 
selves in  tlieir  own  laboratories  assisted  by  their  jiupils.  As  an  aid  to 
inicroscopists  in  their  investigations  it  will  be  foiuid  invaluablo — in 
fact,  the  very  best  which  we*' are  acquainted." — "Cincinnati  Mediad 
Aen-s,"  February,  1880. 
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instructor  in  the  science  and  practice  of  medicine.  The  stylo  of  i)r. 
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ospocially  commend  Chapter  VI.,  on  Diseases  of  the  Nerves,  as  an 
example'of  the  way  in  which  a  difficult  subject  can  bo  presented  to 
ensure  that  it  should  be  fully  understood.  The  whole  work,  however, 
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sents, in  an  attractive  style,  very  much  valuable  information.  Tlio 
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